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Polypoid Disease the Intestines 


Its Origin, Development, Implications and Treatment 


ARNOLD BARGEN, M.D., Rochester, Minnesota 


THE STUDY POLYPOID DISEASE the digestive 
tract has fascinated internists and surgeons for many 
years. Ever since the description Menzel** 1721 
number wartlike excrescences arising the 
colonic mucous membrane which showed evidence 
pronounced inflammation, investigators all over 
the world have been interested this subject. 
mountain literature has accumulated. Most 
has dealt with the incidence polyps, opinions 
about their relation cancer, and treatment. 

shall try present orderly fashion the 
story intestinal polyposis know today, 
drawing largely own experience and 
lesser degree the experience others have 
gleaned from the literature. shall make at- 
tempt bring your attention all the opinions 
those authors whose names appear publications, 
although they may not irrelevant the subject. 
should like refer again, however, Menzel’s 
description polyps, which apparently started 
chain events that brought light many the 
problems related intestinal polyps which have 
been source concern many observers since. 

The big problem, course, has been the relation 
polyps carcinoma, but then there have also been 
the problems the relation inflammation poly- 
posis and the relation inflammation car- 
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cinoma. However, might interesting list 
few the outstanding names those who have con- 
tributed knowledge the subject polyposis 
the last 200 years. You will probably find some names 
lacking, but may remind you that have made 
effort make complete review the literature, 
but rather listing those whose studies have partic- 
ularly influenced views and who, feel, have 
played part observations the sum total 
our present knowledge the subject intestinal 
polyps. These names include Wagner, Rokitansky, 
Lebert, Virchow, Verse, Woodward, Cripps, Erd- 
mann and Morris, Susman, Schmieden and West- 
hues, Lockhart-Mummery and Dukes, Ribbert, 
Hurst, Genkin and Dmitruk, Hoelzel and Costa, 
McKenney, Kennedy and Weber, Mayo and Wake- 
field, Ewing, Saint, Broders, Coffey, 
Rankin, Robertson, Spriggs, Struthers, Swinton and 
Warren, Wesson, Yeomans, Cromar and 
Sloan and Gage, Hauch, Buie and Smith, 
and many others, all whom have made substantial 
contributions present-day intestinal 
polyposis. 

The results earlier investigations suggested that 
there may several kinds intestinal polyps, dis- 
similar both etiologically and pathologically, and this 
undoubtedly accounts for the innumerable classifica- 
tions which have been suggested later years. There 
are several basic concepts concerning the etiology 
multiple adenomas the large bowel: First, the 
hypothesis Virchow that hyperplastic response 
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inflammation produces the polyps; second, the 
opinion that the tumors originate from 
misplaced embryonic rests the wall the bowel; 
third, the hypothesis that chronic irritation the 
presence congenital predisposition necessary, 
well Hoelzel and produced polyps 
experimentally animals. 

The hereditary familial disposition multiple 
adenomatosis the intestine has been noted repeat- 
edly many the authors mentioned. Lockhart- 
expressed the opinion that the condition 
transmitted mendelian dominant. Congenital 
occurrence the polypoid disease has never been 
substantiated the demonstration polyps 
birth, although colleagues and have seen polyps 
the second year life. Present-day knowledge 
and review the literature make obvious that the 
concepts etiology expressed the past are quite 
comprehensive. Whereas various observers the 
past have tried make various types polyps con- 
form pattern, subsequent experiences have 
shown indubitably that polyps, they are now seen, 
have variety origins. Therefore, get better 
concept the polyps any individual case, 
well have, one might say, bird’s-eye view 
the field polyposis whole that when any 
case seen, the polyps present may immediately 
classified and the treatment directed accordingly. 


CLASSIFICATION 


origin, inception and development, since doing 
so, one will get broader view the subject and 
able crystallize opinion about what 
any given case polyposis intestinal polyps. 

With such outline and good clinical history, 
given case polyps can readily placed its 
proper category. Increasing experience will continu- 
ously enhance the value such classification. The 
treatment one type polyposis polyp involves 
eradication the polyps. another type, the situa- 
tion quite the opposite. There has been great 
deal misunderstanding about this the past, and 
dare say that some cases the colon has been 
removed unnecessarily because failure compre- 
hend the nature some polyps. Such comprehen- 
sion can only come through long experience with 
many cases, but classification this type in- 
valuable arriving solution any given case 
polyps. 


PATHOGENESIS 
Opinions concerning the pathogenesis polyps 
have varied greatly the past. Here again, the 


various hypotheses suggested indicate that the ob- 
server advocating this that hypothesis tried 
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TABLE 1.—Classification polyps suggest their origin, 


inception and course development 


Group 1—Single polyps. 

Group 2—Multiple polyps. 

Group 3—Disseminated polyposis. 

Group 4—Diffuse polyposis. 

Group 5—Polyposis secondary inflammatory disease. 


catalogue all cases polyps into single classifica- 
tion far their origins and development were 
concerned. Each hypothesis has had some support 
scientific observation. Each has failed meet all 
the requirements explaining the formation and 
growth all types polyps. study the origin 
polyps essence the study the formation 
tumors itself. least four pathways origin 
intestinal polyps are now well recognized. 


The first deals with the commonly accepted 
thought that polyps begin overgrowth the 
intestinal epithelium with the heaping cells 
cells, finally forming visible mammillations ex- 
crescences the surface and these turn growing 
larger until they become well-recognized adenomas. 
Between October 1942, and February 1943, 
Atwater and examined with hand lens the care- 
fully cleansed colons all the individuals who came 
necropsy the Mayo Clinic. the 241 indi- 
viduals examined, 166 had polyps. The study in- 
cluded newly born infants and adults years 
age. polyps were observed until the fourth 
decade life and the incidence was greatest the 
sixth and eighth decades. The mean age the 
patients who did not have polyps was years, 
whereas the mean age patients who did was 
years. There were 3.18 men with polyps each 
woman. However, since the same proportion men 
women existed the control group, the sex distri- 
bution would hardly seem significant. instance 
was mucosal projection considered polyp unless 
there was adequate microscopic verification. This 
study showed that polyps there was thickening 
the mucosa owing the elongation the crypts 


Lieberkiihn. 


From this study seems highly likely that the 
epithelium the colon must pass through chain 
changes the development polyps. The primary 
change epithelial. The reason, however, why 
localized patch epithelium undergoes aberration 
from the normal not evident. However, the exist- 
ence morphologic changes varying degrees 
apparent. The genesis polyp recognized earli- 
est the basis more rapid proliferation the 
epithelium one site than the neighboring epithe- 
lial elements. possible that this ability 
proliferate inherent normal epithelium. so, 
would seem that some restraint some inhibitory 
factor had been removed diminished and thereby 
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indefinite degree overgrowth had been made 
possible. times, such changes proceed the point 
pedunculation the mucosa, possibly designed 
afford greater base and easier nutritional supply 
the growing structure. When this occurs, the 
pedunculated and so-called benign polyp formed. 
The epithelium the glands when the polyps first 
begin develop exhibits primary hyperplasia. The 
cells retain their normal microscopic appearance 
and their apparent physiochemical functions such 
production mucus. 

The numerical increase results enlargement 
the size each crypt Lieberkiihn involved the 
proliferative process. order accommodate for 
this increase, the glandular structure itself must 
elongate. Limited the muscularis mucosae and the 
subepithelial structures, this growth proceeds toward 
the lumen the intestine. Such glandular hyper- 
trophy becomes evident localized region within 
which the glands are taller and deeper than the 
neighboring normal structures. tiny plaque 
elevation produced the mucosal surface the 
bowel. From the observations this study other 
changes then follow. 

the process accommodation the over- 
growth the tubules often become branched and the 
nuclei pile each other. They lose their normal 
position near the membrana propria and move out- 
ward toward the lumen the tubule. increasing 
proportion cytoplasm appears between the nu- 
cleus and base each cell. The outline the nuclei 
changes. The nuclei lose their cuneiform shape and 
become spherical. Polyhedral, irregular nuclei are 
prominent. The chromatin content the nuclei 
increases many cells. others, the vesicular char- 
acter becomes evident. Mitotic figures become more 
frequent. The columnar shape the individual cells 
gradually lost and more cuboid form assumed. 
Cells lose their normal alignment and eventually 
become heterogeneous group with regularity 
position. The alignment the glands becomes irreg- 
ular. The ability the cells produce mucus 
gradually lessened. simple hyperplasia only 
present, this stage, staining usually like 
that normal cells. However, small percentage 
benign polyps display variation their ability 
stained hematoxylin and eosin. 

the site the primary hyperplasia the be- 
nign polyps, the basement membrane intact. Mini- 
mal changes are noted the mucosal stroma until 
the larger polyps have been formed. that point, 
the polyps are frequently the seat inflammatory 
changes and small hemorrhages. The presence 
absence these changes forms pattern. This 
pattern depicts epithelial transition progressive 
from normal tissue the so-called benign polyps 
through the various degrees cellular differenti- 
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ation. From all this, becomes evident that 
least one way which polyps are formed through 
epithelial changes. 

Another way which polyps develop through 
changes the muscularis mucosae and the lymphoid 
tissue, namely, the subepithelial structures. The 
amount lymphoid tissue the subepithelial layers 
variable the colon humans. The lymphoid 
tissue occurs aggregations lymphocytes situated 
immediately below the epithelial layer. These lymph- 
oid aggregations may occur perivascular infiltra- 
tions about the blood vessels and they may lie either 
superficially deeper than the muscularis. The 
size the individual lymphoid aggregations also 
varies. When lymphoid aggregation becomes very 
large, disrupts the continuity the muscularis 
mucosae. Under pathologic conditions may be- 
come encapsulated and acquire well-marked secon- 
dary centers which show collection large, 
pale-staining cells the center the lymph follicle. 
When this stage has been reached, secondary 
changes become evident the overlying epithelium. 
Encapsulated follicles with secondary centers rarely, 
ever, occur normal colon. 

Our observations this regard concern group 
patients with carcinoma the colon, 2.5 cm. 
diameter less, coming the Mayo Clinic be- 
tween the years 1909 and 1934, inclusive. The in- 
vestigation was prompted discussion the 
advisability extensive and radical resection for 
such small lesions. The lesions varied from 0.5 
2.5 cm. diameter. The average was about cm. 
all the patients, apparently single carcinoma 
was found both clinically, preoperatively, and 
operation. the patients the lesions were 
situated within approximately cm. the anus. 
Fourteen the patients had grade lesion, had 
grade ten had grade and three had grade 
Twenty-eight (46 per cent) lived more than years 
after operation. Thirty-four the the time 
resection showed extramural spread. 
these instances, there was extramural spread 
the tumor following operation and the 
there was local invasion beyond the intestinal wall. 
Since the growths were 2.5 cm. less diameter 
the question naturally arose, why were not the end 
results 


The operation used was radical 
those commonly done surgical treatment lesions 
much larger than the average size lesions this 
group. Thus, the small size the lesions this 
group was not prominent factor determining the 
ultimate results far cure further development 
carcinoma was concerned. Nor did the type 
operation used for any individual growth constitute 


139 


| 
q 
| 
4 
{ 


determining factor the ultimate result. The site 
the lesions, the grade malignancy, the type 
lesion according infiltration the wall, extra- 
mural spread, involvement the lymph nodes, and 
age the patient onset seemed vital prog- 
nostic factors. The number carcinomas which 
developed when there had not been extramural 
spread the time resection was somewhat unex- 
pected. The occurrence new growth, after appar- 
ently complete surgical ablation, suggested that the 
causative factor may reside not the epithelial cells 
the growth itself, but the surrounding tissue. 


had previously stressed the signifi- 
cance the environmental relations various cells 
and had drawn particular attention the influence 
lymphoid tissue the nutrition epithelial 
cells. For this reason detailed histologic study 
the surrounding tissues these cancers was made. 
From this observation, became apparent that 
many cases one not dealing with recurrence 
removed carcinoma but that new carcinoma sepa- 
rate and distinct from the original growth has caused 
death. careful study the submucosal structures 
these specimens showed large encapsulated lymph 
follicles with well-formed secondary centers all 
but one the cases. That particular case was one 
which the carcinoma had arisen diverticulum. 
Changes the epithelium were seen when the folli- 
cles were fully developed and contained secondary 
centers. 

One wonders the epithelial changes were not 
secondary the direct result the underlying 
follicles. Rupture the follicle would allow the epi- 
thelium prolapse into the submucosa. The subse- 
quent fate the prolapsed epithelial cells would 
appear governed the extent the lymphatic 
barrier which surrounded them. Occasionally, the 
follicles ruptured into the lumen the bowel, caus- 
ing ulceration. the process the healing the 
ulcers thus formed, epithelial cells became trapped 
the deep layers the base the ulcer. Occasion- 
ally small patch epithelium became isolated 
from the rest the stratum circle large 
follicles. Progressive enlargement these follicles 
seems destroy the muscularis mucosae and the 
epithelium becomes pegged down. Subsequent 
change consists irregular hyperplasia the glan- 
dular structures the isolated portion the mu- 
cosa. the continuation this process the cells 
become more primitive type with changes taking 
place the epithelium. Traction, possibly the 
passage fecal material over the surface the 
epithelium, causes the structure become elongated 
and extrude farther into the intestinal lumen. 
this way, more less definite polyp would form. 

These observations show the changes that occur 
the tissue surrounding cancer the colon. The 
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changes consist primarily the enlargement the 
lymphoid aggregations the submucosa with re- 
sultant damage the muscularis mucosae. The 
subsequent development large encapsulated fol- 
licles with secondary centers produces associated 
changes the epithelial cells. How frequently the 
pathogenesis polyps occurs this manner, 
course, hard say. 

The third and commoner and more clearly under- 
stood way the development polyps that 
following such inflammatory disease ulcerative 
colitis. This, you know, can devastating and 
destructive disease. the severe and destructive 
disease, the mucous membrane looks were 
literally torn shreds and tatters. Often have 
inserted finger into the rectum patients with 
ulcerative colitis whom was difficult find the 
actual lumen the bowel, there being many side 
passages where the mucosa had been deeply ulcer- 
ated and denuded. The whole lining the large 
intestine may similarly affected, attested 
carefully done roentgenologic examinations. the 
healing then proceeds, there develop curled-up mu- 
cosal tags and bits mucous membrane, largely 
represented granulation tissue. Sometimes these 
tags are attached both ends, forming bridges, and 
generally, except for the destruction between them, 
resembling grossly the appearance polyps. 


olyps that follow ulcerative colitis can 
classified into three types: Pseudoadenomatous, 
adenomatous and carcinomatous. Microscopically, 
the polyps vary size from few millimeters 
much cm. more diameter. They appear 
protruding tufts mucosa areas that are other- 
wise devoid any mucous membrane. They occa- 
sionally have the appearance exuberant out- 
growths from the already diseased mucosa. 

the so-called pseudoadenomatous polyps, there 
are structures ranging from small tags granula- 
tion tissue with more less complete absence 
mucosa, large pedunculated polyps several centi- 
meters diameter, composed largely hyperplastic 
glands. The important criterion this classification 
not the amount glandular tissue the polyps, 
but rather the cytologic structure the individual 
gland. The polyps often appear adenomatous first 
glance, but more detailed scrutiny glandular hy- 
perplasia recognized benign, regenerative 
process. This evidenced the orderly arrange- 
ments the lining cells which the normally 
staining nuclei are lined along the basement mem- 
brane with overlying layer clear cytoplasm. 
Frequently them, large cystic glands are seen. 
other words, some the pseudoadenomatous polyps 
are hyperplastic, but their hyperplasia orderly 
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functional response the underlying stimulus, in- 
flammation. The term ap- 
plied this group indicate that evidence 
tendency toward neoplastic change lacking. This 
the group frequently called “pseudopolyps” 
colitis. 

the second group, adenomatous hyperplasia 
recognized. these, the size ranges from small 
fingerlike projections granulation tissue contain- 
ing only few glands large pedunculated and 
sessile polyps. They usually are larger and possess 
more exuberant character than the pseudoadeno- 
matous polyps, but exceptions this are noted. 
Adenomatous changes the glands are manifested 
increase size, abnormally deep staining and 
malalignment the nuclei, numerous mitotic figures, 
diminution the amount the cytoplasm, and 
diminution the amount mucus produced. 
times, these changes are slight and are distinguished 
with great difficulty from the more advanced types 
pseudoadenomatous hyperplasia. 

the other hand, advanced adenomatous hyper- 
plasia involves fine distinction from carcinoma 
situ. Carcinomatous polyps are usually relatively 
larger than adenomatous polyps. They present 
dusky red, hemorrhagic appearance, which immedi- 
ately arouses suspicion their malignant nature. 
However, some instances, carcinoma situ 
discovered small adenomatous polyps. Thus, 
have polypoid structures resulting from extensive 
inflammation and destruction mucous membrane. 
some cases, and fact most, these polyps are 
only the tags mucous membrane remaining after 
denudation most the mucosa. healing oc- 
curs, they retract and eventually become smaller. 
There are, however, exceptional polyps which 
adenomatous and finally carcinomatous change may 
occur. most important that these two groups 
polyps differentiated carefully, macroscopic 
and sometimes microscopic examination. 

fourth factor considered the pathogene- 
sis polyps the intestine the hereditary 
familial factor. Cripps’ credited with recording the 
first observation that two members the same 
family might have polyps the rectum. Since this 
report, many isolated family histories have been 
recorded. Some these reports have involved two 
three members one generation two three 
generations who have had polyps the colon. Such 
reports, course, are limited value, but they hint 
the familial origin polyps. Even larger families, 
the one which shall show this report, are 
little value far human genetics concerned. 
They are limited value principally because family 
histories are notoriously inaccurate and not often 
can enough information concerning the general 
health the family obtained. The family 
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which data were collected colleagues, Friedell 
and illustrative the point. Their 
data, well reports many similar families 
collected from all over the world, indicate that this 
hereditary factor far the occurrence 
polyps the large intestine concerned. These 
polyps are epithelial proliferations which are poten- 
tial carcinomas. colleagues and have collected 
data numerous such families and have fol- 
lowed some them through three, four five gen- 
erations. have found, for instance, that one 
German forebear, whose descendants settled Wi- 
nona, Rochester and St. Paul, Minnesota; Milwau- 
kee, Wisconsin; Cincinnati, Ohio, and several other 
German communities, left progeny whose families 
several and sometimes many members developed 
polyps. These families can definitely traced 
through three and four generations this German 
ancestor. was relatively easy make family 
trees this family and through these four 
generations. They yielded striking illustration 
the importance the hereditary factor. 


When this hereditary factor present, the ten- 
dency transmitted both males and females, 
fact which shown the case which illus- 
trating. Inheritance has been traced through several 
generations. However, about half the patients with 
this disseminated polyposis who have been seen 
the Mayo Clinic have not had this hereditary factor, 
least could not ascertained. When the 
hereditary tendency does exist, does not produce 
any known genetic pattern. not sex-linked, and 
neither mendelian dominant nor recessive. 
These observations are interest but rather tend 
minimize the importance the familial heredi- 
tary factor. They stress, however, that this factor 
some families, this factor presents most striking 
illustration the value careful inquiry into the 
family history. 


LOCATION POLYPS 


few words should said about the location 
polyps the intestine. readily understood that 
the polyps the familial type are disseminated 
polyps represent so-called diffuse polyposis. 
times, those which are multiple may found 
any portion the large intestine, and sometimes 
cover the entire mucous membrane that one may 
speak polyposis nappe just one speaks 
this the stomach. This condition which the 
entire mucous membrane more less polypoid. 
the polyposis secondary ulcerative colitis, the 
polypoid changes may disseminated throughout 
the large intestine; but even this, inasmuch the 
disease more severe and more prevalent the 
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Figure pigmentation the lips patient 
with polyps disseminated throughout the digestive tract. 


distal than the proximal segment, too the 
secondary polyposis commoner there. However, 
except for these conditions, the polyps the large 
intestine are inclined occur the rectum and 
sigmoid portion the large intestine, that the 
vast majority them can felt with finger 
seen through sigmoidoscope. The location simi- 
lar that frank carcinoma, which occurs well 
within the reach sigmoidoscope about per 
cent the cases. 

There is, however, another type adenomatous 
polyp which may occur anywhere the intestinal 
tract, from the duodenum down the anus. 
associated with other rather unusual changes. The 
condition rare. The polyps are inclined occur 
the small intestine, although they may occur 
any point the intestinal tract. They may even 
occur the stomach. condition quite different 
from the so-called familial polyposis, although the 
disease seems hereditary and many members 
the same family may involved. 


The history usually that young adult who 
has intermittent colicky, abdominal cramps, even 
episodes intestinal obstruction, sometimes asso- 
ciated with rectal bleeding and vomiting. Associated 
with these symptoms, there unusual pigmenta- 
tion the skin, particularly the mucous mem- 
brane, lips (Figure 1), tongue and cheeks. 
Holland, described the condition and Jeghers, 
McKusick and this country described 
more detail 1949. The condition has come 
known “Jeghers-Peutz syndrome.” 1955, 
fewer than cases the condition had been re- 
ported the literature. colleagues and have 
not seen more than four five patients with the 
disease the Mayo Clinic. course quite 
possible that the condition was overlooked the 
past. seems obvious that the condition one 
definitely variance with so-called familial poly- 
posis. 

Polyps the small intestine, general, are very 
rare. This line with the relative rareness neo- 
plastic lesions the small intestine generally. Paren- 
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thetically, might say that ten-year period dur- 
ing which saw 5,900 cases carcinoma the 
stomach and 7,200 cases carcinoma the large 
intestine, saw only 132 cases carcinoma the 
small intestine the Mayo Clinic, and believe that 
the relative ratio adenomatous polyps the small 
intestine similar that carcinoma. 


INCIDENCE 


Many observers have reported the incidence 
polyps the intestine. Most the data have been 
the basis necropsy reports. Unfortunately these 
examinations were not divided according age 
groups and the incidence has been reported far 
too low. the series 241 cases, previously men- 
tioned, which the colon was examined postmortem 
Atwater and myself,! there were polyps 166, 
incidence per cent. This, course, much 
higher than had expected than any that had 
been previously reported. mentioned before that 
polyps were observed until the fourth decade 
life and the appearance was most frequent the 
sixth and eighth decades. This would make obvi- 
ous that polyps single multiple type are 
inclined occur the older age group. 


obvious and many investigations have proved 
that person often has adenomatous lesions the 
colon without having symptoms. colleagues and 
undertook investigation 1948 obtain 
information regarding the value routine procto- 
sigmoidoscopic examination. This study was con- 
ducted Hauch, Buie, Smith and over the 
period from April 1948, January 1950, 
inclusive. During this time, proctosigmoidoscopic 
examinations were conducted 2,161 patients from 
two the sections internal medicine the Mayo 
Clinic, section which deals chiefly with enterologic 
conditions and section where attention given, 
regardless the nature the complaints, patients 
who live the immediate vicinity Rochester. The 
former dealt with patients who often complain 
gastrointestinal conditions and the latter with pa- 
tients the type usually seen general medical 
practice. None the 2,161 patients who formed the 
basis our investigation had any symptoms refer- 
able the intestine, such bleeding, diarrhea, 
hemorrhoids, abdominal cramps, change bowel 
habits. However, careful analysis the records 
the end the months, was found that only 
1,919 were entirely free symptoms referable 
the colon and rectum. The incidence rectal and 
sigmoidal adenomas among the 1,919 patients who 
had symptoms referable the colon and rectum 
was 8.1 per cent. When these patients were’ grouped 
according age, was observed that there was 
progressive rise the incidence adenomas from 
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the second the eighth decade life. was also 
found that the incidence these polyps was twice 
great among men among women. 

the 156 patients who had adenomas, 119 had 
solitary lesions and had more than one. the 
solitary adenomas, per cent were found the 
sigmoid and per cent the rectum. The diameter 
all but ten the growths was less than cm. 
Among the larger adenomas, examined histologi- 
cally, the pathologist reported “low-grade adeno- 
carcinoma adenoma.” This study brings our 
attention the fact that beyond the age years 
there increasing incidence rectal and sig- 
moidal adenomas. 

patients with diffuse polyposis the situation 
quite different. Since appreciable number 
these patients (at least one half according our 
calculations and observations) are born with the 
hereditary tendency polyposis, the mucosal change 
occurs somewhere the first least the 
second decade life. How long 
about with polyps their intestines before they seek 
the aid physician, course, unknown, but 
the common time when they come for help the 
third decade life. They come because rectal 
bleeding. This may due one two causes, 
either simple irritation the adenomatous polyps 
the development carcinoma. The latter the 
likely occurrence. Commonly when these patients are 
first seen and examined, carcinoma already pres- 
ent. Frequently, there are more than one, and often, 
many. Thus, the incidence these polyps con- 
trast the single multiple adenomas the 
early years life. 

the case the polyps occurring patients 
with ulcerative colitis, the situation somewhat 
follows. The disease commonly occurs the second 
and third decades life. may very severe, 
fulminating, and when heals the mucosal tags 
known polyps are left its wake. These polyps 
usually occur the second and third decades life. 


DEVELOPMENT CARCINOMA 


which diagnosed entirely benign may ultimately 
become malignant rests clinical grounds alone. 
There good method based morphology 
alone which will determine whether benign neo- 
plasm will develop malignant characteristics the 
years come. shall use the term “precancerous” 
advisedly for this reason. However, the accumulative 
evidence that adenomatous polyp can develop 
into carcinoma overwhelming that diffi- 
cult denial. The transition from benign malig- 
nant has been traced and seems now 
actuality rather than unsupported hypothesis. 
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would nearly impossible task determine the 
course individual adenoma the large bowel 
without repeated observations its change from 
adenoma carcinoma. 

long ago 1935, Buie and Brust reported data 
group 143 patients with polyps the rectum 
and rectosigmoid discovered sigmoidoscopic ex- 
amination. those days the importance destroy- 
ing all these polyps electrocoagulation was not 
evident today and the 143 patients 
did not have this treatment. Fifty-five these 
patients were examined again after interval 
five more years. three, the untreated adenoma 
was found larger the second examination 
than the first. four, there was carcinoma 
the exact site the previously noted adenoma. Here 
there were four instances apparent transition 
from apparent benign outright malignant growth. 
looked the record one these patients. 
was examined the age years 1926, 
which time polyp 4.5 cm. size was observed 
cm. above the pectinate line. the 
second examination September, 1949, rather 
large carcinoma this site was noted. specimen 
removed from this showed adenocarcin- 
oma, grade 

When diagnosis diffuse familial polyposis 
made, customary inquire into the family 
history the patient. has children brothers 
and sisters who are asymptomatic, they are advised 
undergo proctoscopic and roentgenologic exam- 
inations the colon. Not infrequently the same con- 
dition found these relatives. they are children 
the first decade life, they probably have 
symptoms, and the polyps are benign adeno- 
matous type. However, the second third decade 
life, symptoms develop. Frequently patients 
that age, the time the removal the colon 
will found have multiple carcinomas the 
field diffuse adenomatosis. have spoken the 
three types polyps occurring the wake 
ulcerative colitis. The malignant type very rare, 
but believe that this point well make some 
comments the incidence carcinoma ulcera- 
tive colitis. How frequently this eventuates through 
the course adenomatous polyps difficult 
say, but its occasional occurrence apparent. 

have studied data group 2,000 patients 
with chronic ulcerative colitis who were examined 
the Mayo Clinic between January 1918, and De- 
cember 31, 1937, inclusive. these, 1,564 patients* 
were less than years age the time diag- 
nosis chronic ulcerative colitis the clinic, had 
been traced for year more after the diagnosis 
had been made, and had been free malignant 
lesions for least year. these 1,564 patients, 
had died carcinoma, compared with 
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Expected (E) Deaths} 


TABLE 2.—Chronic ulcerative colitis: Comparison observed deaths from malignant neoplasm the colon with expected deaths 
the general population* 


Observed 


Malignant Deaths: 
Neoplasms Malignant 
Total of Digestive Neoplasms 
Person- Malignant Organs and the Ratio Observed 
Age at Diagnosis, Traced Years Neoplasms Peritoneum Rectum and Expected Deaths 
ears Patients Exposed (E-1) (E-2) Colon O:E-1 O:E-2 


130 


1,564 20,225.5 


expected deaths from malignant neoplasms all 
sites and nine expected deaths from malignant neo- 
plasms digestive organs and peritoneum (Table 
2). Obviously, the expected number deaths from 
malignant neoplasms the rectum and colon less 
than nine, say three four deaths; this basis, 
the ratio observed expected deaths would 

The impressive data this study not concern 
themselves with the total number patients with 
cancer, but rather with the fact that the cancer 
occurred patients with ulcerative colitis the 
average times more frequently than 
members the general population similar age 
groups. One must remember, however, that this 
frequency greatly increased the fact that 
patients this group carcinoma developed before 
the age years, which age when carcinoma 
almost never occurs ordinary persons. these 
are taken from the list, the ratio observed 
expected somewhat reduced. must further 
recognized that the average patient with chronic 
ulcerative colitis this series was years age 
and had better than per cent chance living 
years. not known what percentage 
these patients the development the carcinoma went 
through the stage adenoma and carcinoma subse- 
quently, but would safe assume that the num- 
ber taking that course was small. Carcinoma these 
patients inclined develop very different 
manner. 


TREATMENT 


This rather gloomy story polyps, from the 
standpoint frequency, the limited possibility 
early detection, and the considerable possibility 
eventuation into carcinoma, should stimulate clini- 
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*Reproduced permission from Gastroenterology, 26:32, Jan. 1954. 
deaths calculated from death rates for 1949 Vital Statistics. 


cians and surgeons devise ways and means 
diagnosing these lesions their incipiency. Once 
the diagnosis made, the treatment very satisfac- 
tory. This rather sharp contrast many 
other conditions coming the attention physi- 
cians, which diagnosis may made readily 
enough but satisfactory treatment not hand. 
the discussion polyps, the situation quite the 
reverse and treatment can outlined few 
words. When adenomatous polyp discovered, 
should destroyed. When the polyp single 
when only few are present, and when they can 
visualized through sigmoidoscope, simple electro- 
coagulation the treatment choice. When they 
are found roentgenologically and there are many 
them, subtotal colectomy and ileosigmoidostomy 
ileoproctostomy are the procedures choice. The 
remaining polyps the rectum and the field visi- 
ble through sigmoidoscope can destroyed after 
the major operation completed. one two 
polyps are discovered roentgenologically, removal 
transcolonic excision frequently all that neces- 
sary. This certainly preferable subtotal colec- 
tomy that operation can avoided. 

And now come that subject which still repre- 
sents some controversial features, although the latter 
should not so: Namely, the subject the polyps 
occurring the wake ulcerative colitis. some 
these cases, ileostomy and colectomy will the 
treatment choice. the majority, this will not 
so. Most the polyps, was indicated before, 
occurring the wake ulcerative colitis are simply 
mucosal tags which, the disease heals, shrink 
smaller size and sometimes obscurity. However, 
the patient who has recovered from ulcerative colitis 
and who has polyps after the bowel has healed 
should examined from time time. have made 
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304.0 0.025 0.002 85.5 650.0 
127 1,424.5 0.280 0.050 42.9 240.0 
219 2,609.5 0.938 0.208 52.9 
294 3,945.5 2.845 0.767 6.0 22.2 
229 3,151.5 5.746 1.930 1.6 4.7 
166 2,144.5 5.702 2.107 2.6 7.1 
26.772 9.100 3.7 10.8 


custom this every six months until the 
patient symptom-free. 

have some patients, one man particular, who 
have the entire lining the bowel studded with 
these mucosal tags. have seen this man periodically 
for years. the particular case mentioned there 
are signs symptoms development any 
change, except that the tendency has been for these 
polyps become smaller. illustration this 
kind brings home dramatically the fact that not all 
patients with polyposis secondary ulcerative coli- 
tis should undergo colectomy. our rather exten- 
sive experience with ulcerative colitis, have yet 
see the first patient who would prefer ileostomy 
the form bowel function the normal passage. 
Ileostomy operation which affords unpleasant 
handicaps, handicaps which are accepted when they 
are necessary, but which nobody cares for unless 
they are necessary. many these patients when 
the rectum heals, the mucosal tags can fulgurated 
anticipation more major operation later. 
some these, have been able perform ileosig- 
moidostomy later when there was some change the 
polyps proximal these points. Most patients with 
mucosal tags so-called polyps ulcerative colitis 
are better observed once they are symptom-free. 

While the treatment polyposis relatively well 
standardized, its success will proportional the 
judgment the physician making the decisions 
about appropriate treatment. 

Mayo Clinic, Rochester, Minnesota. 
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CUTANEOUS DEFECTS the face other exposed 
areas can affect the mental stability children and 
adults alike. These abnormalities are importance 
because they may result personality changes and 
distinct social economic handicap. The der- 
matologist other physician who underestimates 
the psychological influence such defects does the 
patient grave injustice. The improvement scars 
from acne, trauma other disease, and the removal 
pigmentations and certain congenital 
quired abnormalities can now effectively accom- 


plished with technique planing rotary wire 
brush. 


HISTORY 


Twentieth century dermatologists have commonly 
employed electrodesiccation, carbon dioxide snow, 
liquid nitrogen, trichloracetic acid, phenol and 
variety other agents the treatment some 
the above conditions. The results have varied accord- 
ing the skill and patience the individual phy- 
sician. 

Cosmetic surgery became important part 
dermatology the early 1900’s when 
hand and motor-powered instruments 
dermatologic operations. employed rotary steel 
burrs attempt remove number congeni- 
tal and acquired abnormalities the skin. Although 
became quite adept their use, his techniques 
were not widely Sandpaper abrasion for 
traumatic tattoos and acne pits the face was re- 
ported Iverson® 1947 and 1950. 
routine treatment presented certain disadvan- 
tages that required hospitalization and general 
anesthesia. 1953 reported corrective 
surgical planing the skin for acne scars and other 
skin defects 273 patients. After five years trial 
developed successful modification the abra- 
sion technique. This modification provided simple 
office procedure employing local anesthesia with 
ethyl chloride and motor-driven stainless steel 
wire brush. Since this initial report Kurtin, 
wave enthusiasm productive number 
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Surgical Planing the Skin 


Evaluation Method for Reducing Scars and Other Defects 


WILLIAM LEVY, M.D., San Francisco 


Skin defects such pitted acne scars, un- 
sightly moles and birthmarks, and other disfigur- 
ing skin deformities can effectively corrected 
with good cosmetic results. This accomplished 
office procedure abrading planing the 
skin with rapidly rotating wire brush using 
local anesthetic. The treatment does not require 
hospitalization and relatively simple and pain- 
less. 


has spread throughout the country. 
Dermatologists, plastic surgeons and other special- 
ists are utilizing this and similar techniques 
wide scale for the improvement (not necessarily the 
complete removal) scars and cutaneous defects. 

During the past two years the author has used 
the abrasion technique—so-called 
described which abrasion made 
with rapidly rotating wire brush held perpendicu- 
lar the skin surface. The accompanying photo- 
micrographs (Figure obtained from repeated 
biopsies following dermabrasion, show that the 
entire epidermis and portion the corium 
removed the abrading action the wire wheel. 
Within few days, firmly adherent inflammatory 
crust forms over the planed surface. The epidermis 
then rapidly regenerates from the follicular epi- 
thelium and essentially complete the eighth 
ninth day. 


OPERATIVE TECHNIQUE 


Fifteen minutes before the procedure analgesic 
agent administered subcutaneously. first Dem- 
erol® (meperidine hydrochloride) was used, but 
had the disadvantage rather slow onset and 
longer duration action than was desired. Later, 
pionoxy-piperidine hydrochloride [dl-alpha 
administered subcutaneously, proved more 
suitable agent that has rapid onset action 
and its major effect over two hours. The patient 
then capable leaving the office without disturbed 
sensorium excessive drowsiness. 

The face thoroughly cleansed with liquid 
germicidal detergent and cold packs are applied 
the operative site. The specific areas for abrasion are 
painted with solution containing per cent gentian 
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Figure 50) biopsies taken before and after surgical planing the skin for acne scars. 
(a) Before planing; (b) immediately after planing show removal the epidermis and upper corium; (c) three 
days after planing show formation the inflammatory crust; (d) epidermal regeneration complete the eighth 


day. 


violet per cent alcohol order delineate 
the depth individual scars and the extent the 
operative When working the face, rubber 
lead shields are placed over the eyes the 
patient precautionary measure, and ear and nose 
orifices are plugged with cotton. Although Kurtin 
and others have employed mounted blower 
accelerate evaporation the volatile anesthetic and 
hence the freezing the skin, the author has found 
jet compressed air equally effective. Ethyl chlo- 
ride sprayed coarse stream onto portion 
the area treated, and freezing board-hard- 
ness occurs about seconds. Recently, the author 
has been using the refrigerant-anesthetic, dichloro- 
tetrafluoro-ethane (Freon but date, from 
technical standpoint, has not found effective. 
contrast ethyl chloride, which can irritating 
and toxic, Freon noninflammable, relatively non- 
toxic and has general anesthetic properties. 
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When the anesthetized site solidified, the skin 
then planed abraded with motor-driven rapidly 
rotating (12,000 revolutions per minute) stainless 
steel wire brush. The rotating brush moved rapidly 
across the skin right angles the plane the 
brush. Pressure applied the skin during the 
abrasion, but only experience can dictate the extent 
and degree. Too much pressure too slow movement 
across the skin can result gouging grooving. 
Approximately three square inches skin solidi- 
fied and abraded time and, indicated, the 
entire face treated one session the office. 
Following the abrasion there mild oozing and 
bleeding from the treated sites for ten twenty 
minutes. serious loss blood has occurred 
date. Dry gauze sponges are applied and the patient 
permitted lie rest. When most the oozing 
and bleeding has stopped, the face other site 
redressed with dry sterile sponges held position 
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Scotch tape. vaseline gauze antibiotic 
ointment used. Approximately two three hours 
elapses between arrival and departure the patient 
from the office. Postoperatively, the patient 
instructed change the bandages immediately 
arriving home and then every two hours until bed- 
time, when all are removed. They are not reapplied 
any time during the healing period. crust forms 
approximately three days and usually separates 
ten days. Moderate edema the entire face 
treated site can expected during the first 
hours after operation. Any discomfort usually 
controlled acetylsalicylic acid. 


Following the separation the crust, the skin 
soft, sensitive and erythematous. This erythema 
fades three eight weeks and the new skin gradu- 
ally blends with the adjacent untreated areas. The 
healed sites are fresh appearance, soft, pliable 
and without external evidence cicatrization. De- 
pending upon the process being treated, the entire 
procedure can repeated any time after six weeks. 
Three four planings may indicated deep 
acne scarring obtain maximum improvement, but 
the majority disorders sufficient improvement 
obtained after single planing. 


RESULTS 


Surgical planing useful for treating some devel- 
opmental skin defects which were formerly untreat- 
able. Scars that have resulted from injury 
previous disease may made considerably less 
noticeable use the technique. 

Careful selection the patient for this procedure 
utmost importance, and the individual’s mental 
‘attitude should evaluated relation his disease 
process. The entire procedure should thoroughly 
discussed with the patient beforehand, and 
imperative that the physician avoid exaggerated 
claims. predict total removal scar defect 
and then not accomplish can throw patient into 
episode mental depression. Corrective surgi- 
cal planing the skin not cure-all, but from the 
patient’s point view has been accepted with 
enthusiasm and What may appear 
objectively the physician minor improve- 
ment, more often than not major improvement 
the patient. 


For evaluation results, black white 
photographs and mm. kodachrome transparencies 
are taken before and after the procedure. These are 
helpful discussing the final result both subjec- 
tively and objectively. must borne mind, 
however, that photograph superficial cutane- 
ous defect can made appear greatly improved 
even made appear worse merely shifting 
lights make shadows the cutaneous surface. 
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Figure 2.—Left: Before surgical planing acne scars 
Right: After therapy. 


During the past two years, number cutaneous 
defects have been satisfactorily treated. 


Acne scars. Some degree improvement can 
obtained almost every instance acne scarring. 
The degree improvement, however, depends upon 
the type and depth scars and the number plan- 
ings well the depth which the physician 
abrades. Results are frequently satisfactory after 
single planing, but some instances two four 
planings may indicated. instance have 
keloids postoperative infection resulted. Mild 
acne activity not contraindication and, many 
patients, acne lesions not reappear the planed 
areas. those persons having hundreds small 
comedones and milia association with acne, der- 
mabrasion successfully removes these and leaves 
flat, smooth surface (see Figure 2). 


Chickenpox, smallpox, herpes zoster and herpes 
simplex scars are more successfully abraded than 
are acne scars. Since they are shallow and soft- 
walled, one possibly two planings provide satis- 
factory result both patient and physician. 


accidental tattoo marks can abraded 
successfully. decorative tattoos, however, the pig- 
ment deposited more deeply the corium and 
dermabrasion will frequently result some scarring. 
Patients will occasionally prefer the scarring the 
tattoo, but they should informed this disad- 
vantage before the procedure carried out. 


Adenoma sebaceum. single planing may remove 
all the lesions adenoma sebaceum. The skin 
13-year-old girl with small orange-red tumors 
adenoma sebaceum the face, nine years’ dura- 
tion, was successfully abraded. When last observed 
some months later the patient had recur- 
rence lesions. Dermabrasion would seem the 
treatment choice for this cutaneous defect (see 
Figure 3). 
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Figure 3.—Surgical planing adenoma sebaceum 


the face 13-year-old girl. Upper: Before therapy. 
Lower: After therapy. 


benign cystic epithelioma may simi- 
larly treated. Although the author has not planed 
complete face for this disorder, one case small 
area was test-planed and the superficial lesions were 
effectively 

Superficial wrinkles respond remarkably sin- 
gle planing. The regenerated skin soft, pink and 
youthful appearance. Results have been satisfying 
almost every instance. 


Keloids have been treated planing deep into 
the corium well skin level. Roentgen-ray 
therapy must follow the abrasion prevent recur- 
rence the tumor. Ordinary keloids 
associated with acne have been treated but the author 
feels that, except certain instances, not much 
gained over surgical excision followed x-radia- 
tion. 
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Traumatic hypertrophic and depressed scars have 
been successfully abraded. Complete removal has 
been virtually impossible but definite improvement 
obtained almost every instance. 

Burn scars can treated superficially improve 
the surface irregularities, but deep removal should 
not attempted owing the absence hair fol- 
licles and resultant slow 

Skin graft sites and some traumatic linear scars 
can successfully treated. 

Acquired hyperpigmentation and certain pigmen- 
tary defects can planed with relative ease and 
with satisfactory result. Lentigines, ephelides and 
chloasma fall into this grouping. 

Vascular nevi such portwine stains (nevus 
flammeus) have been abraded other physicians, 
with per cent improvement the average 
Prior surgical planing, all therapy for 
this disorder when involving the face had been 
totally ineffective. the author’s experience, par- 
tial removal one instance was satisfying and 
further abrasion contemplated the immediate 
future. 

Pigmented nonvascular nevi, broad and linear 
nevi have responded dermabrasion 

Large disfiguring senile and seborrheic keratoses 
can fully removed dermabrasion. The final 
result with treatment this means usually more 
cosmetically acceptable than that seen with other 
commonly used therapeutic methods. 


surgical planing adapted additional 
entities and more experience gained with each 
cutaneous disorder, definite indications and contra- 
indications will doubt established. 


COMPLICATIONS AND SEQUELAE 


serious complications sequelae have yet 
been encountered during after surgical planing 
the skin. Those listed below are comparatively 
infrequent and merely mentioned for completeness 
warn their existence. That they occur should 
way depreciate the value dermabrasion. 

excessive loss blood occurs during after 
the procedure. occasional patients the clinical 
manifestations shock will develop immediately 
after the operation, but this transient and rapidly 
disappears after period rest. time has 
been necessary institute therapy beyond rest. 

Edema the face operative site can develop 
within hour after the procedure and last long 
week. The majority patients, however, have 
only mild swelling the face within hours, 
which resolves itself without therapy hours. 
one patient the edema was massive cause 
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depression the sensorium and complete closure 
the eyelids for five days. Oral hydrocortisone ther- 
apy and cold packs aided its resolution. Surgical 
trauma and primary irritation from ethyl chloride 
are the factors that produce this postoperative 
edema. 

Erythema following separation the crusts 
normal consequence and gradually disappears the 
majority patients four six weeks. 
occasional patient, erythema may more persis- 
tent and last long four months. Explanations 
have been given account for this persistent ery- 
thema.* 

Milia formation not uncommon. has been 
previously reported other They 
can removed simply and effectively with the sharp 
tip No. surgical blade. 

Hyperpigmentation the planed sites has been 
occasionally observed, the author and 
month two following the procedure. usu- 
ally mild and fades within relatively short time 
without therapy. Delayed eczematous reactions and 
pyodermas have been but the author has 
not observed them. 

conclusion, surgical planing the skin 
dermabrasion one experienced with the technique 
the treatment choice for number cutaneous 
defects. safe and highly effective office pro- 
cedure for conditions which there was previously 
effective treatment. 

450 Sutter Street, San Francisco 
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Surgical Planing the Skin 


RALPH LUIKART M.D., Santa Barbara, SAMUEL AYRES M.D., 
and WALTER WILSON, M.D., Los Angeles 


SURGICAL PLANING (dermal abrasion) surgical 
procedure for the treatment scarring due acne, 
chickenpox, smallpox and trauma; multiple senile 
keratoses (sailor’s farmer’s skin) fine wrinkling; 
and traumatic tattoos. 

1953 Kurtin® was the first report large 
series patients upon whom ethyl chloride was 
used render the skin rigid and locally anes- 
thetized while abrasion with motor-driven wire 
brush was carried out. Since that time there have 
been many enthusiastic articles this subject. 


Since some disadvantages have been observed with 


the use ethyl chloride, the authors have employed 
dichlorotetrafluoro-ethane freezing agent. 
Planing usually done office procedure, 
with analgesic given before operation begun. 
Meperidine hydrochloride (Demerol®), 100 
satisfactory for this purpose. When evap- 
orative refrigerant used for local anesthesia, 
refrigerated “pre-chilling” packs containing per 
cent propylene glycol water are applied for 
minutes reduce the stinging sensation 
caused the initial application the refrigerant. 
The areas treated are then scrubbed with gauze 
wetted with per cent alcohol equivalent 
antiseptic. Gentian violet may applied sharply 
delineate the areas planed and indicate 
the operator that has has not planed the level 
the floor pits. The procedure accomplished 
segments about three inches diameter. First 
segment sprayed with liquid freezing agent, 
(Freon 114® Frigi- 
derm®) which renders the skin area temporarily rigid 
and locally anesthetized, and provides bloodless 
field during the planing. The skin then abraded 
with rotating, stainless steel wire brush diamond 
chip fraise attached flexible cable from motor 
whose speed controlled foot rheostat. The 
freezing agent can delivered from separate 
spray-top container similar that used for insecti- 
supplied from container mounted 
the motor standard through small tube parallel 
Presented before the Section on Dermatology and Syphilology at the 
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Surgical skin planing is, the hands 
experienced operator, safe and highly effective 
procedure for treating number cutaneous 
defects, most notably pitted acne scars. 

The operation facilitated the use new 
instrument (jet-spray handpiece) which allows 
the operator freeze the skin and plane almost 
simultaneously, and new freezing agent, 
dichlorotetrafluoro-ethane, which adds the 
safety eliminating the old hazards inflam- 
mability, explosion, and the toxic inhalation 
ethyl chloride. 

The ability sharply differentiate between 
keloid and hypertrophic scar fundamental 
surgical skin planing. hypertrophic scar results 
from the removal destruction the cutaneous 
appendages (hair follicles, oil and sweat glands 
and ducts); whereas keloid idiosyncratic 
response without regard damage the ap- 
pendages. 

Properly performed surgical planing does not 
entirely remove these appendages and therefore 
healing occurs without scarring. 


the flexible shaft and delivered close the revolving 
brush through spray-forming tip attached the 
handpiece handpiece”). The refrigerant 
usually applied for about seconds, and its 
effects last for The brush rotates 
15,000 revolutions per minute full speed, 
and the one most commonly used approximately 
inch diameter and inch width. Motion 
the hand which the brush held always 
kept right angles the plane the brush, for 
motion the other direction might result groov- 
ing. The entire area planed succession 
adjacent parallel linear strokes. This procedure 
then repeated, crosshatching angle about 
degrees with the original strokes obtain maxi- 
mum evenness, and attention given the blending 
adjacent segments. The depth planing dimin- 
ished peripheral pre- 
vent sharp demarcations. 


Rubber gloves are value for protection against 
the cold well for asepsis. Applying tension 
the skin with the thumb and fingers the hand not 
manipulating the instrument renders the operative 
area flat and tensed. Wearing thin sterile cotton 
glove the hand used for tension (Figure helps 
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Figure area ready planed, using con- 
ventional handpiece. Note that rigidity produced freez- 
ing reinforced skin being held taut operator’s left 
thumb and forefinger, aided cotton glove. 


overcome the occasional difficulty slipperiness 
caused blood and serum oozing from adjacent 
previously planed areas.” gauze sponges are used 


‘for this purpose, they frequently become entangled 


the revolving brush, causing “gouging” into the 
skin and often breaking the flexible shaft. 

indicated, the entire face may treated one 
session minutes. The process moder- 
ately uncomfortable the patient, but not painful. 

Sterile gauze then applied for about minutes 
while the diffuse capillary bleeding stops. nonad- 
herant dressing,’ Telfa,® finally applied which the 
patient instructed remove the next day. After 
removal this dressing there some serous oozing 
for several hours, but blotting occasionally with 
sterile gauze all that necessary. crust promptly 
forms and separates about one week. The initial 
erythema fades gradually about three eight 
weeks match the adjacent skin. The average case 
moderately severe acne scarring requires two 
planings, some only one, and severe cases may need 
three more. The procedure may repeated any- 
time after four six weeks. worthy emphasis 
that the new skin has normal appearance and 
consistency, because possesses the orifices (pores) 
the original cutaneous appendages; whereas scar 
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Figure 2.—Left: Pitted acne scars left cheek before 
surgical planing. Right: After two planings. 


Figure 3.—Left: Linear traumatic scars right cheek 
before surgical planing. Right: After single planing. 


any thickness has glazed look chiefly due the 
absence sweat pores and pilosebaceous openings. 
most cases the results are good excellent, and 
nearly all cases which planing indicated can 
helpful.* 

microscopic studies has been observed that 
the scarred epidermis and upper dermis are removed 
approximately the level the junction the 
sebaceous gland duct and the hair follicle. The new 
epidermis can seen regenerating three 
days from the myriads cutaneous adnexa (pilo- 
sebaceous units) left behind. Clearly, skin with 
adequate cutaneous adnexa can regenerate quickly 
without scarring after planing when the deeper por- 
tions these structures are still present and not 
destroyed. x-ray burn deep thermal burn pro- 
duces atrophic hypertrophic scarring 
destruction the adnexa. 

Contraindications planing are the absence 
the cutaneous adnexa, the above-mentioned 
conditions, and insufficient scarring warrant the 
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surgical planing. Right: After first planing. 


Complications thus far reported have not been 
Bacterial infection uncommon and 
easily dealt with, preferably orally adminis- 
tered antibiotic the type unlikely cause cuta- 
neous reaction, such one the tetracyclines 
erythromycin. Milia are the commonest postopera- 
tive problem. They can easily removed simple 
incision and expression. Prolonged erythema rare 
and invariably fades eventually. Transient hyper- 
pigmentation usually the result premature 
exposure the sun. Transient depigmentation 
more often seen persons racially darker skin 
suntanned skin. usually disappears satisfac- 
torily four ten weeks. There present 
insufficient data available permit conclusions 
regarding the possibility persistent hyperpigmen- 
tation depigmentation dark skinned persons. 

Hypertrophic scars are rare and are apparently 
the result absence cutaneous adnexa area 
the time operation, removal them the 
depth planing. 

Keloid (which has not been reported have 
occurred with surgical planing the face) not 
confused with hypertrophic scar. keloid 
dense fibrous response injured skin where the 
injury does not necessarily destroy the cutaneous 
adnexa, incision. Keloids, which occur most 
frequently the posterior portion the neck and 
presternal areas, and rarely the face, appear 
due idiosyncratic diathesis. hypertrophic scar 
occurs areas where the cutaneous appendages have 
been destroyed and healing must therefore take place 
granulation and epidermal bridging from the 
margins the wound. 


Surgical planing with rotary wire brush and/or 
burr has several advantages over abrasion with 
sandpaper: Hospitalization and general anesthesia 
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Figure 4.—Left: Severe acne vulgaris with scarring before acne therapy. Center: After acne therapy, but before 


are not required; the small wire brush follows intri- 
cate facial contours better; and there danger 
silica granulomas. 

Ethyl chloride has been common use for local 
anesthesia during the planing procedure. 
noted this regard that inhalation the fumes may 
major disadvantage, for abrupt general anes- 
thesia may brought about inadvertently. One 
such alarming experience including temporary ces- 
sation respiration was brought the authors’ 
attention. Other disadvantages ethyl chloride are 
that inflammable and explosive certain con- 
centrations; causes irritation mucous mem- 
branes, and blower® stream compressed air® 
produce adequate freezing when used for that pur- 
pose. 

The refrigerant-anesthetic, dichlorotetrafluoro- 
ethane, which the authors have introduced for use 
surgical has several distinct advan- 
tages. contrast ethyl chloride, nontoxic, 
has general anesthetic properties, noninflam- 
mable, and nonexplosive. 

Surgical planing integral part the proper 
treatment severe scarring acne. the final cor- 
rection the ravishes this disease, just plastic 
operative treatment often basic part the repair 
the defects caused lacerations severe burns. 

The psychologic depression and limitations 
persons with unsightly facial scars only really 
appreciated observing the changes that occur 
their attitudes and pursuits after correction the 
scarring. 

Reports undesirable results are date singu- 
larly absent from the literature. The future the 
newly formed skin would appear excellent one 
but recall the similar abrasions knees repeated 
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occasions childhood while learning roller skate, 
and examine now the healed skin without scar and 
free sequelae through the years. 

1514 Street, Santa Barbara (Luikart); 2007 Wilshire 


Boulevard, Los Angeles (Ayres 3875 Wilshire Boulevard, 
Los Angeles 5 ( Wilson). 
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Surgical Planing the Skin 


Complications and Reevaluation Indications 


WILLARD MARMELZAT, M.D., Beverly Hills 


SURGICAL PLANING the skin for removal scars 
various kinds has gained apace use and 
popularity within the past year two. Many articles 
about the procedure have appeared newspapers 
and magazines general circulation, well 
medical journals. Since overenthusiasm might 
redound the ultimate harm this useful method 
developing experience, the indications for its use 
and the complications that are sometimes associated 
with it. 

series 100 surgical planing procedures the 
untoward sequelae and complications noted were 
follows: 


Pruritic Erythematous Eczematous Dermatitis 


1954 the author reported two cases this pre- 
viously unreported complication. Six such cases 
have been observed since. The disease appears char- 
acteristically the planed areas, ten days two 
weeks after planing and initially appears 
intensification the “normal” postsurgical ery- 
thema. The process consists scattered pinpoint 
vesicles inflammatory erythematous base. 
minimal amount serous scale and crusting 
present. This complicating dermatitis 
sponds the local application hydrocortisone 
ointment emulsion form, together with warm 
reducing applications such Alibour’s compresses. 
Sedation required. four the six cases, hydro- 
cortisone was given orally and response was noted 


The cause the complication not known. The 
delayed “incubation” period makes one think 
allergic phenomenon which the patient has 
become sensitized, were, his own serum 
the combination serum plus ointment, debris, 
sebum, bacteria and other material which might 
applied the face become part the crust. 
Excessive refrigeration seems not factor, for 
this process has been observed with minimal refrig- 
eration. two cases, pruritic dermatitis developed 
one side the face only. All patients who had 
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One hundred plastic planing operations the 
skin means motor-driven wire brush were 
reviewed. Complications noted were pruritic ery- 
thematous eczematous dermatitis 
autosensitization basis, hyperpigmentation and 
milia. These occurred small proportion 
cases and case were they permanent 
sequelae. 

Flat postacne scarring more easily improved 
than steep type scars. 

The planing procedure contraindicated 
the management certain tumors the skin, 
portwine nevi, decorative tattoos, and generalized 
dermadromes. 

The psychiatric and emotional impact the 
patient’s scarring his personality often 
great one and the operator must bear mind 
that plastic planing panacea for severely 
neurotic patient. Therefore important that 
patients carefully selected and that improve- 
ment rather than complete cure stressed. 


the allergic dermatitis the first planing showed 
subsequent planings also. Three the eight 
patients gave history allergic sensitivity. was 
interesting that the six cases which this phe- 
nomenon occurred after the first planing, devel- 
oped ten fourteen days after the operation. 
contrast, the same patients the process developed 
rapidly after the second planing—within 
hours. This seems speak more for 
“reaction time” phenomenon the latter instance. 

the time this report the author had predom- 
inantly been using, for several months, dichloro- 
tetrafluoro-ethane (Freon® 114) local refrig- 
erant anesthetic, instead ethyl chloride. that 
time, pruritic erythematous eczematous dermatitis 
did not occur. This does not indict ethyl chloride, 
course, although can suspect. 


Hyperpigmentation 


Three cases hyperpigmentation, one quite 
severe, were observed. Surprisingly, and contrary 
the experience other investigators, the three 
patients were particularly fair, blond and blue-eyed. 
One admitted overexposure sunshine. The borders 
the planed area were particularly prominent and 
heavily pigmented dark brown. The mid-forehead 
was especially affected. all three cases, there was 
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gradual response applications Benoquin 
(monobenzone) ointment, starting with dilute con- 
centrations and working the full per cent 
strength. one case trichlorocetic acid and carbon 
dioxide topical therapy was required. All cleared 
eventually. 


Milia 

This complication has been reported other 
observers. the series here reported upon did 
not occur; but two patients, each with hundreds 
milia after first planing other dermatologists, 
were treated. These lesions can best removed 
making opening with Hagedorn needle and 
gently lifting out the seed and the lining with iris 
scissors. the author’s impression that this com- 
plication occurs when planing carried too deep, 
scarring the pilosebaceous ducts, damming the flow 
sebum and leading milia formation. 


Pyoderma 


Pyoderma has been reported sequela some 
observers. This was not problem the present 
series. After the first few cases the use antibiotic 
ointments and dressings was discontinued unnec- 
essary. ointments are used all. For three post- 
operative days inert hydrophobic plastic film 
gauze dressing used, and after this dressings 
all. 


Indications and Contraindications 


Careful selection patients emphasized, 
and indications and contraindications for plastic 
planing, have become clearer the past year two. 


(a) Patients with postacne scarring can helped 
varying degrees. The best results are obtained 
when the scars are broad and flat. Steep, “ice-pick” 
scars are much more difficult and cannot com- 
pletely removed. The patient should told this 
the simplest possible language. 

(b) Linear raised keloids and scars can more 
easily improved than linear depressed scars. 


(c) Decorative tattoos with multicolored pig- 
ments situated deep the corium are particularly 
difficult eradicate. They should not treated 
the plastic planing method, likely that 
unsightly keloidal scar will result the necessary 
deep multiple planings are carried out. 
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(d) Portwine marks. The author believes planing 
not the treatment choice for portwine vascu- 
lar nevus, owing the depth the corium usually 
involved the pathologic process. 


(e) Epidermal nevi. Although the plastic planing 
procedure has been advocated for the removal 
benign tumors and nevi, well call attention 
the difficulty entailed dealing with epidermal 
nevi (nevus unius lateralis). When lesions such 
these are removed surgically, healing takes long 
time and the cosmetic result poor. There seems 
some abnormality not only the epidermis but 
also the connective tissue underlying the epithelial 
nevus. Therefore, such tumor removed plastic 
planing heals more satisfactorily than excised, 
removed with electrocautery dealt with cryo- 
therapy. 


Malignant tumors should treated the 
more standard methods familiar all. 


Since the planing treatment for cosmetic pur- 
poses, dermatologists who carry out the therapy will 
confronted with new sets problems inter- 
personal relationships not altogether familiar 
them. Searching for information the psychic 
aspects plastic planing and its implications, the 
author was astonished find there literature 
the type person who seeks cosmetic improve- 
ment, although must surmised that plastic 
surgeons, oral surgeons and orthodontists must all 
familiar with the patient who eminently dissatis- 
fied with the result treatment even though may 
considered fair better the therapist. 

Now, for the first time, dermatologists are going 
experience this distressing situation. Although 
this subject for separate treatise, may 
pointed out passing that the emotional scarring 
may greater importance than the scarring 
the skin. The patient rarely has realistic appraisal 
the cosmetic problem, and just may 
overly sensitive about, say, pockmarks, may also 
have mind’s eye rather overly hopeful image 
how will look after surgical planing. Moreover, 
plastic planing not going correct deep psy- 
chological disturbance nor going remove 
anxiety give poise. neurotic and poorly adjusted 
person going just neurotic and poorly 
adjusted after planing before. 

435 North Roxbury Drive, Beverly Hills. 
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Billroth Resection for Peptic Ulcer 


PAUL JOHNSTON, M.D., Los Angeles, and 
JOSEPH WEINBERG, M.D., Long Beach 


gastric resection for peptic ulcer 
has been used with increasing frequency recent 
years spite the prejudice many against the 
procedure. Sweden has renewed 
the interest the operation. America, Clagett, 
Waugh and advocated its use for 
gastric ulcer, and Harkins and extended 
its application include duodenal ulcers well. 
Other surgeons, amiong them von Hab- 
the years since Billroth first described the procedure 
1881, have favored its use, although standing 
alone among their contemporary surgeons. 

This report will relate the experience with Billroth 
gastric resection the Veterans Administration 
Hospital, Long Beach. Since April 1954, patients 
have had Billroth gastric resection, either alone 
combination with vagotomy. The rationale 
the procedure will discussed, and data the 
indication, technique, morbidity, mortality, and 
early results these cases will given. 

Surgical operation for peptic ulcer aims alter 
the stomach physiologically such way 
afford protection against recurrence disease and 
still maintain good digestive function. Overruling 
these considerations the fact that the alteration 
must done with safety the patient. 


brought out these points very well editorial 
1934. 


Acid-pepsin secretion general controlled 
three factors. (1) The cephalic phase mediated 
through the vagus nerve. The importance acid- 
pepsin secretion due vagal hyperfunction 
human beings, particularly the importance the 
nocturnal hypersecretion, has been clearly shown 
(2) The gastric phase mediated 
through gastrin, hormone which produced 
the antrum, mainly response mechanical dis- 
tention. Animal experiments the dog with iso- 
lated gastric pouches and transplanted antrums, 
the laboratories both and 
pointed the great importance antral function 
producing ulcer. Whether these results can 
related human beings uncertain. Dragstedt, 


the Surgical Service, Veterans Administration Hospital, Long 
each. 
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The Billroth gastric resection, with and with- 
out vagotomy, was used selected cases 
peptic ulcer. 

Vagotomy and pyloroplasty considered the 
operation first choice for duodenal ulcer. The 
cases for Billroth resections were selected from 
cases not suitable for pyloroplasty. 

Operations for peptic ulcer which preserve the 
gastrointestinal continuity are considered 
physiologically superior. Vagotomy and pyloro- 
plasty, and Billroth gastric resection both qual- 
ify this regard. The postoperative digestive 
symptoms after Billroth gastric resection the 
present series were minimal, which tends con- 
firm this theoretical superiority. 


however, expressed belief that antral function may 
the determining factor gastric ulcer. (3) The 
intestinal phase generally considered have little 
part the production peptic ulcer. Recently 
Porter, French and Movius,”° described late ceph- 
alic phase mediated through the pituitary-adrenal 
axis. Its role the production ulcer uncertain; 
may help explain the occurrence ulcer 
association with corticosteroid therapy. 

Good digestion depends primarily the func- 
tion the stomach. The stomach acts reservoir 
for ingested food. corrects the temperature and 
tonicity this food its rich vascular supply and 
abundant secretions. means its heavy muscu- 
lature triturates the food, and mixes with the 
gastric enzymes. With antral contraction, the pylorus 
relaxes, and small amount chyme passes into 
the duodenum. Thus the small bowel receives 
prepared material, one which the correct tem- 
perature, isotonic, triturated into small particles, 
partially digested, and delivered small 

Digestion depends further the supply and ade- 
quate mixing the pancreatic, hepatic and intestinal 
secretions with the chyme; these the pancreatic 
secretions are the most important. Secretin, hor- 
mone which produced for the most part the 
duodenum result the presence chyme, 
the most important factor stimulating pancreatic 
secretions. The secretion bile and succus entericus 
comes about mainly result stimulation the 
duodenum chyme. 

All gastric operations for peptic ulcer alter 
some fashion and variable degrees the acid-pepsin 
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TABLE 1.—Nature disease cases which Billroth 
operation was done 


Actively bleeding duodenal ulcer. 
Gastric ulcer 
Concomitant gastric and duodenal 
Actively bleeding gastric ulcer. 
Obstructed duodenal ulcer. 
Jejunal ulcer, following vagotomy and 
Duodenal ulcer, following vagotomy and pyloroplasty.. 


production the stomach and the digestive func- 
tions the stomach and intestines. The ordinary 
Billroth gastric resection removes the antrum and 
considerable part the acid-pepsin bearing por- 
tion the stomach. depends entirely the com- 
pensatory ability the intestine make for 
disturbances digestion. The Billroth gastric re- 
section aims disturb the digestive function 
little possible. this connection Harkins and 
recently suggested combined physi- 
ological operation for peptic ulcer, one that would 
provide maximal alteration the factors controlling 
acid-pepsin production and minimal alteration 
the factors controlling digestion. The proposed oper- 
ation was vagotomy, antrectomy and gastroduoden- 
ostomy. 


the Veterans Administration Hospital Long 
Beach, vagotomy and pyloroplasty the operation 
first choice for duodenal ulcer. meets the 
criteria Balfour very well. safe operation, 
point which has not received due emphasis the 
current discussions the surgical management 
peptic ulcer. The mortality rate some 800 vagot- 
omies was 0.5 per cent. The recurrence rate ulcer 
after the operation low—about per cent. only 
definitely proved recurrences are tabulated, the rate 
per cent. The incidence severe postoperative 
digestive disturbances also low, about per cent; 
two-fifths these are attributed emotional fac- 
tors, and three-fifths organic digestive factors, 
such the dumping syndrome, diarrhea gastric 
retention. Gastric retention minimal problem, 
for pyloroplasty affords good drainage the stom- 
ach after the overall evaluation 
the late results vagotomy and pyloroplasty, 
has been noted that very satisfactory result occurs 


certain cases, however, the pathologic condi- 
tion such that pyloroplasty not suitable pro- 
cedure. some these cases the hospital, 
Billroth gastric resection was done. The preference 
for vagotomy and pyloroplasty accounts for the 


highly selective nature cases for Billroth gas- 
tric resection. Data the cases which this 
procedure was chosen are given Table 
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Billroth gastric resection was chosen these 
cases because certain advantages: 


The entire surgical procedure performed 
the supracolic compartment. The mesocolon 
undisturbed, and the danger inadvertent injury 
the middle colic vessels less and the possibility 
for postoperative internal hernia into the lesser 
sac avoided. There are fewer adhesions below the 
mesocolon, and thus the danger postoperative 
intestinal obstruction less. 


The danger blow-out the duodenal 
stump, which dreaded and often fatal compli- 
cation the Billroth gastric resection, avoided. 


The procedure can performed more easily 
and more rapidly than Billroth gastric resection, 
for there are fewer technical steps. 


The possibility obstruction the efferent 
limb the gastrojejunal anastomosis due kinking 
obviated. The occurrence gastrojejunalcolic 
fistula also obviated. 


The normal continuity the gastrointestinal 
tract maintained. The presence chyme the 
duodenum produces maximal stimulation secre- 
tin, the most powerful stimulus for the production 
bile and pancreatic secretion. Duodenal exclusion 
with Billroth gastric resection interferes with 
this mechanism. The maintenance normal con- 
tinuity also promotes thorough mixing the food 
with the bile and pancreatic juice. 


The gastric remnant empties more slowly after 
Billroth procedure. This may related the 
production enterogastrone, which inhibits gastric 
motility. This hormone produced the duodenum 
response the presence fat. Bohmansson ex- 
pressed belief that this delayed gastric emptying 
the most important factor preventing the dump- 
ing syndrome. 

The duodenum offers more resistance re- 
current ulceration than does the Further- 
more the duodenum response the presence 
chyme produces factor that inhibits gastric acid 
Both these factors should play 
role preventing recurrent duodenal ulcer after 
Billroth gastric resection. 

The maintenance the continuity the 
intestinal tract provides for utilization the greatest 
absorptive area small bowel, for part the 
small bowel by-passed. 

The maintenance the normal gastrointes- 
tinal tract improves metabolic factors, demon- 
strated better fat and iron absorption, and better 
weight 


The more important advantages the Billroth 
gastric resection are the score less severe and 
less frequent digestive and metabolic disturbances. 
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has been the clinical impression many sur- 
geons, including Bohmansson, Wallen- 
Clagett, Harkins, Moore, and 
others that this so. 

There were addition several special advantages 
for the Billroth gastric resection the cases 
which was selected the present series. For 
actively bleeding duodenal gastric ulcers, the 
Billroth procedure permits resection, and thereby 
gives good control the bleeding ulcer. has 
been noted that good and safe gastroduodenal 
anastomosis can made duodenum which, 
Billroth had been done, would have presented 
great difficulty closure the duodenal stump, and 
probably would have required closure over ex- 
ternal catheter. For gastric ulcer the resection per- 
mits submitting the ulcer for immediate pathologic 
examination. the frozen section shows malignant 
change, the permanent sections show malignant 
disease after the frozen section interpreted 
negative for cancer, much easier proceed with 
radical operation after Billroth gastric resection. 

must conceded that Billroth gastric resec- 
tion not the only way dealing with these cases. 
Vagotomy, pyloroplasty and ligation the bleeding 
vessel the ulcer bed has been used with favorable 
and Movius, DaGradi and 
reported the favorable results using vagotomy, 
pyloroplasty and wedge resection the stomach 
for gastric ulcer. 

The Schoemaker modification the Billroth 
gastric resection was used exclusively the present 
series. the cases the operation was done 
association with vagotomy. For duodenal ulcer, 
for concomitant duodenal and gastric ulcer, vagot- 
omy, partial (60 per cent) gastrectomy and Billroth 
anastomosis were done. For gastric ulcer alone 
partial (60 per cent) gastrectomy and Billroth 
anastomosis were done. the two cases re- 
current ulcer after vagotomy per cent partial 
gastrectomy and Billroth were done. 

technical difficulties were encountered with 
these various degrees partial gastrectomy. With 
mobilization the duodenum means the 
Kocher maneuver, and mobilization the greater 
curvature the stomach include the short gastric 
arteries, per cent partial gastrectomy and gas- 
troduodenal anastomosis can done without ten- 
sion. The addition vagotomy when indicated 
adds the ease mobilizing the gastric remnant for 
anastomosis. 

The gastroduodenal anastomosis has 
formed with interrupted No. cotton sutures, two 
rows posteriorly; but only one row anteriorly. the 
cut ends the stomach and duodenum are different 
size, the smaller one can enlarged with in- 
cision along the anterior longitudinal axis. diffi- 
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culty stomal obstruction leakage has 
occurred with this technique. Roentgen studies three 
months after operation showed complete emptying 
the gastric remnant three hours. 

Morbidity with the Billroth gastric resection 
was minimal. One patient had questionable throm- 
bophlebitis and was treated with anticoagulants. 
Another patient had superficial wound separation 
down the anterior fascia the rectus muscle. The 
wound healed secondary intention. The only com- 
plication directly attributed the procedure was 
patient who had severe bleeding from the suture 
line closure the lesser curvature the stomach 
postoperative day. Operation was re- 
quired control the hemorrhage. small incision 
was made and the bleeding vessel was secured with 
transfixation ligature. 

The one fatal case the series was that 
patient who died the eleventh postoperative day 
pneumonitis and multiple abscesses the lung. 
had carcinoma the hypopharynx that had 
been previously treated with radiation, and had 
great difficulty swallowing. The operation was done 
control bleeding from posterior duodenal ulcer 
which had eroded the gastroduodenal artery. The 
patient did well for seven days after operation. 
that time complained pain the right hemi- 
thorax and became febrile. His condition progres- 
sively deteriorated until death spite all treat- 
ment, 

The early postoperative results were gratifying. 
The Billroth gastric resection proved tech- 
nically effective dealing with the cases for which 
was used this series, especially dealing with 
cases bleeding duodenal gastric ulcers, and 
concomitant duodenal and gastric ulcers. The pa- 
tients radiographically and clinically 
three months after operation. The postoperative 
x-ray studies have shown complete emptying the 
gastric remnant three hours and objective 
evidence recurrent ulcer.. None the patients 
complained recurrent ulcer pain. Complaints 
digestive difficulties were minimal. Three patients 
noted moderately decreased capacity for food. 
One had occasional loose stools. One had slight 
weakness after meals. The most severe digestive 
complaints, consisting postprandial fullness, nau- 
sea and occasional vomiting, occurred 39-year- 
old woman who had had previous duodenal- 
jejunal anastomosis relieve efferent obstruction 
gastroenterostomy. The Billroth gastric resec- 
tion was done for bleeding duodenal ulcer, and 
the duodenal-jejunal anastomosis was left intact. 
The patient was well satisfied spite the post- 
operative complaints, for the disabling ulcer pain 
was completely relieved. Postoperative x-ray studies 
showed complete emptying the gastric remnant 
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Case Age and 


No. Sex Disease Indication Operation Complication Uleer Pain Digestive Symptoms Operation 
Gastriculcer Gastrectomy 60% None None None change 
carcinoma Billroth 
Duodenal Pyloric Vagotomy Bleeding from None None 
ulcer obstruction Gastrectomy 50% site lesser 


10. 
ll. 


12. 


47M 


14. 52M 


15. 


16. 


17. 42M 


18. 


Billroth 


Two gastric Gastric ulcer 


Gastrectomy 60% 
ulcers 


Billroth 


Duodenal Active Vagotomy 
ulcer bleeding Gastrectomy 60% 
Billroth 


Gastric ulcer Gastric ulcer Gastrectomy 60% 


Billroth 


Pyloric 
obstruction 


Duodenal and 


Vagotomy 
gastric ulcer 


Gastrectomy 60% 


Billroth 


Gastric ulcer 


Active 


Gastrectomy 60% 
blecding 


Billroth 


Gastric ulcer Gastric ulcer Vagotomy 
and duodenal Gastrectomy 60% 
scar Billroth 


Gastric and Suspicion Vagotomy 
duodenal carcinoma Gastrectomy 60% 
ulcer Billroth 


Gastric ulcer Pyloric 


Gastrectomy 60% 
obstruction 


Billroth 


Gastric ulcer 60% 


Billroth 


Duodenal Active Vagotomy 
ulcer bleeding Gastrectomy 60% 
Billroth 


Duodenal Active Vagotomy 
ulcer bleeding Gastrectomy 60% 
Billroth 


Gastric ulcer 
and duodenal 
scar 


Pyloric 
obstruction 


Vagotomy 
Gastrectomy 60% 
Billroth 


Duodenal Active Vagotomy 
ulcer bleeding Gastrectomy 60% 
Billroth 


Active 
bleeding 


Two duodenal 


Vagotomy 
ulcers 


Gastrectomy 60% 
Billroth 


Duodenal Active Vagotomy 

ulcer bleeding Gastrectomy 60% 
Billroth 

Duodenal Duodenal ulcer Gastrectomy 75% 


pyloroplasty 


Gastric ulcer Gastric ulcer 


Billroth 


Jejunal ulcer 
after vagotomy 
gastroenter- 
ostomy 


Jejunal ulcer Gastrectomy 75% 


Billroth 


TABLE 2.—Results Billroth gastric resection 


curvature closure 


None 


None 


Moderate postpran- 


None 


None 


None 


None 


None 


None 


None 


Death on 11th postoperative day from multiple 

abscesses of right lower lobe. Patient had 

great difficulty swallowing because of carci- 
noma of hypopharynx. 


None 


None 


None 


Superficial 
wound 
dehiscense 


None 


Gastrectomy 60% Thrombophlebitis 


None 


3-Month Followup Weight Since 


None None gain 


None 


dial distress, nausea, 
occasional vomiting 


None None 


loss 


Mild decreased 
capacity for food 


None 


gain 


Mild decreased 
capacity for food 


None gain 


None None 


gain 


None None 


gain 


lb. loss 


Moderate loss 
strength 


None 


None None 


change 


Mild weakness 
after meals 


None 


lb. loss 


None diarrhea Ib. gain 


Mild decreased 
capacity for food 


None 


change 


None None 


change 


None None 


change 


None None 


change 
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three hours. All the rest the patients were free 
symptoms, 

acknowledged that the period observation 
these patients after operation was too short 
warrant definitive conclusions. The early results 
nevertheless were encouraging enough merit con- 
tinuing the study. 

1400 North Vermont Avenue, Los Angeles 27. 
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SUBTOTAL GASTRECTOMY the Billroth type has 
been widely employed the surgical treatment 
peptic ulcer. 

Postoperative complications incident this pro- 
cedure have been significantly reduced during the 
past decade more owing improved anesthesia, 
better understanding preoperative and postoper- 
ative care including electrolyte balance and blood 
replacement, and the judicious use antibiotics 
and anticoagulants. 

There are, however, certain complications pecu- 
liar this procedure which constitute definite 
hazard and account large measure for the remain- 
ing morbidity and mortality. 

the purpose this presentation discuss 
these complications with particular reference 
methods which may used reduce their incidence. 

For the purpose this study 400 consecutive cases 
were analyzed. The operations were done various 
members the surgical staff the Methodist 
Hospital Southern California and Centinella 
Hospital Inglewood. 

addition 100 consecutive cases which the 
authors did the operation were reviewed. 

the former series there were cases which 
major complications occurred, incidence 
per cent. these cases the complications were 
inherent the technical aspects the operation. 

There were deaths, mortality rate 3.5 per 
cent. nine these cases death was owing com- 
plications here designated “technical 
cations.” 


Table shows the complications associated with 
mortality and Table those associated with mor- 
bidity only. 

The conditions here considered are: 

The leaking duodenal stump. 

Afferent closed loop obstruction. 

Stomal complications. 

(a) Dysfunction the efferent stoma. 
(b) Stomal obstruction. 
(c) Postoperative anastomotic bleeding. 


THE LEAKING DUODENAL STUMP 


present the past dehiscense the duo- 
denal stump leading peritonitis, subhepatic ab- 


Presented before the Section on General Surgery at the 84th Annual 
oe of the California Medical Association, San Francisco, May 1-4, 
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Complications Following Subtotal Gastrectomy 


HAROLD TOTTEN, M.D., and ARNOLD JENSEN, M.D., Inglewood 


Four hundred consecutive cases which sub- 
total gastrectomy was done for duodenal and gas- 
tric ulcer were reviewed. The mortality rate was 
3.5 per cent. There were complications, 
incidence per cent. the fatal complica- 
tions, duodenal stump disruption was the most 
common and cases and deaths. The 
other fatal complications included various types 
obstruction, pulmonary embolus, hemorrhagic 
pancreatitis and separation the abdominal in- 
cision. the nonfatal complications, obstruc- 
tion the stoma, anastomotic bleeding, pneu- 
monia, venous thrombosis and wound infection 
were the most common. 

Catheter duodenostomy helpful the clos- 
ure difficult duodenal stump. Where this was 
done the present series there were fatalities. 

Electrolyte balance, correction protein de- 
ficiencies, blood replacement and the judicious 
use antibiotics are important prophylactic fac- 
tors against postoperative complications. 


scess, subphrenic abscess fistula formation 
not infrequent complication presenting 
threat otherwise successful operation. 

The etiological factors according Avola and 
Ellis' may listed under the following headings: 


TABLE 1.—Complications associated with mortality 400 Billroth 
Il operations 


Per Cent 
Complications No. Nonfatal Fatal Fatal 
Afferent closed loop 
Acute hemorrhagic 
Thrombosis middle colic 


*With myocardial infarction and congestive heart failure. 


TABLE 2.—Complications associated with morbidity but not 
mortality 400 Billroth operations 


Complications No. 
Nonfunctioning efferent 
Postoperative anastomotic 
Obstruction stoma (adhesions) 
Small bowel obstruction 
Abdominal wall abscess 


Cardiac decompensation 
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SYNDROME the LEAKING DUODENAL STUMP 


DIFFICULT CLOSURE STUMP 


PAIN 
RIGHT UPPER ABDOMINAL TENDERNESS 
RIGIDITY 


LATER, GENERALIZED FINDINGS WITH 
ABSENT PERISTALSIS 


ELEVATION TEMPERATURE and PULSE RATE 
RESPIRATORY RATE SHOWS DELAYED ELEVATION 
107° 


TEMP. 
PULSE 
RESP. 
Local, the presence inflammatory tissue 
the suture line, impairment local blood supply, 
clamps and the digestive action pancreatic juice 
the suture line. 
Systemic factors including anemia and mal- 
nutrition with hypoproteinemia. 


Obstructive factors with resulting increased 
intraduodenal pressure causing “blow out” leak. 


Avola and Ellis emphasized that while combina- 
tion factors may present, most cases one 
usually paramount. 

analysis the cases the present series, 
(with seven fatalities, which accounted for per 
cent the deaths the entire series) revealed 
circumstance which the authors believe 
great practical importance: The fact that difficulty 
duodenal stump closure was emphasized the 
operative report nine these cases consid- 
ered especially pertinent. Difficulty closure should 
forewarn the surgeon impending trouble time 
invoke preventive measures. 

Two other observations are worthy mention, 
relating sex and age. Males predominated ten 
one, whereas the series the proportion was less 
than three one. the series Avola and Ellis 
the incidence was twelve one. The average age 
this group was years, while the average age for 
the series was 50.7 years. 


Clinical Manifestations 

Leakage the stump, was previously men- 
tioned, usually preceded technical difficulty 
closure (see chart). The onset symptoms gener- 
ally occurs with suddenness and severity during the 
first postoperative week, characterized pain 
the right upper quadrant the abdomen, tender- 
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ness and rigidity. Later the abdominal manifesta- 
tions become generalized, with peristalsis dimin- 
ished absent. 

Occasionally there will drainage bile-stained 
fluid through the operative incision stab wound. 
Elevation temperature and pulse rate occurs im- 
mediately preceding shortly after the onset 
pain. The respiratory rate, however, shows delayed 
elevation. This delay may importance ruling 
out pulmonary complications. 


Management the Difficult Duodenal Stump 


The ideal management consists the use 
preventive measures. Inasmuch 
operative’ preparation will correct the factors 
anemia and other nutritional deficiencies, and ob- 
struction may largely prevented correct tech- 
nique, follows that special consideration given 
the care the duodenal stump which difficult 
close should greatly reduce the incidence leakage. 

spite careful technique there will cer- 
tain cases which safe closure cannot obtained 
any the conventional methods usually em- 
ployed. The incidence these cases will approximate 
per cent. 

The deliberate creation duodenal fistula 
means catheter duodenostomy constitutes sim- 
ple and safe method obviating the serious com- 
plications incident dehiscense the duodenal 
stump those cases which unusual difficulty 
encountered. Catheter duodenostomy has been ad- 
vocated Priestly® and others. 

catheter No. inserted and the duo- 
denum closed snugly around (see chart). 
portion the gastrocolic omentum adjacent 
fatty tissue used reinforce the exit the tube 


MANAGEMENT the DIFFICULT 
DUODENAL STUMP 


PROPHYLACTIC TREATMENT 
Catheter duodenostomy 


ACTIVE TREATMENT 
Prompt intervention, duodenostomy 
and peritoneal drainage 


Catheter 
through 
stab wound 


Abdominal 


wall 


rein- 
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TABLE 3.—Incidence of —- of duodenal stump in various 
series 


Leaking Duodenal Stump 


Number of Incidence Mortality 


Resections No. PerCent No. Per Cent 


Avola and Ellis 

(Boston City Hospital) 2.1 
Larsen and Foreman 

(Western Reserve) .... 500 73.3 
McKittrick al., 

(Massachusetts General 


Hospital) 2nd series 947 1.06 
Present series 400 63.6 


which stage procedure was used when indicated. 
*Primary duodenostomy employed difficult closure cases). 


from the stump and the catheter brought out 
through stab wound. The fluid may collected 
bottle and measured aid determination 
replacement needs. 

the experience the authors the drainage has 
not been excessive and the need for jejunostomy 
order reintroduce the fluid into the intestinal tract 
has not been apparent. 

The catheter may clamped for alternate hours 
within ten fourteen days and removed shortly 
thereafter. The drainage will cease and the sinus 
tract close within period hours. 

This procedure was not used any the 
cases the present series which duodenal leak 
occurred, nor was used the four patients that 
were reoperated upon. 

The insertion Penrose drain down the 
duodenal stump and brought out through stab 
wound, frequently employed, may tend give 
false sense security. true that favors the 
development external fistula case leak occurs 
but shown this series guarantee against 
fatal outcome deaths occurred the three cases 
dehiscense which Penrose drain was used. 

The incidence and mortality this complication 
different series shown Table 

interesting note the pronounced improve- 
ment the second series that 
series two-stage procedure was used when indicated 
the degree local inflammatory reaction the 
pyloric and duodenal area. 

the authors’ series 100 consecutive cases 
catheter duodenostomy was performed three in- 
stances primary procedure. 


AFFERENT CLOSED LOOP OBSTRUCTION 


recognized that there are several different 
types small bowel obstruction the closed loop 
type which may occur following subtotal gastrec- 
tomy. The common factor obstruction that 
caused loop small bowel passing through the 
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THE SYNDROME AFFERENT CLOSED LOOP OBSTRUCTION 


This complication follows the long loop 
antecolic isoperistaltic type anastomosis 


UPPER ABDOMINAL PAIN 
TENDERNESS 
FULLNESS 
INDEFINITE MASS 


DEVELOPMENT 


SHADOW MASS LEFT ABDOMEN 
DECREASED GAS LARGE BOWEL 


X-RAY FINDINGS 
hiatus between the anastomosis front and the 
transverse colon behind. The mechanism varies rela- 
tive the loop involved, afferent efferent and the 
direction from which the bowel passes into the hiatus 
whether from the right left side. 

different parts the world, noted that in- 
stances the anastomosis was antecolic, and only 
one retrocolic. Likewise there were cases which 
the afferent loop was attached the lesser curvature 
(isoperistaltic) and one which the efferent loop 
was attached the lesser curvature (antiperis- 
taltic). 

the risk over-simplification, this presenta- 
tion will consider only afferent loop obstruction 
occurring secondary the antecolic, isoperistaltic 
anastomosis. The reasons for this limitation are 
follows: 


was the only type encountered this series. 

apparently the most frequent type. (This 
was true Stammers series well that reported 
Quinn and Gifford® which occurred five 
times 500 cases. 


presents specific syndrome which enables 
early recognition. 


The syndrome afferent loop obstruction (see 
chart) characterized by: 

History antecolic, isoperistaltic subtotal gas- 
trectomy. 

Upper abdominal pain and vomiting. 


great importance the fact that the vomitus contains 
bile. 


The abdominal findings consist tenderness 
and fullness the left side the abdomen where 
indefinite mass may palpated. 

plane film the abdomen will reveal the 
shadow mass the left side the abdomen and 
decreased gas the large bowel. 


Treatment 


When antecolic, isoperistaltic anastomosis 
performed possible reduce the incidence 
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TREATMENT AFFERENT CLOSED 
LOOP OBSTRUCTION 


PROPHYLACTIC TREATMENT 
Avoid excessive length afferent loop 
Closure retro-anastomotic gap. 
ACTIVE TREATMENT 


operation, reduction incarcerated 
loop and entero-anastomosis 


afferent loop obstruction avoiding overly long 
afferent loop and, suggested Stammers, oblit- 
erating the retroanastomotic gap much prac- 
tical interrupted sutures (see chart). 

The active treatment choice early operation 
release the trapped afferent loop and enteroanas- 
tomosis before the advent gangrene the bowel 
and peritonitis. 

the present series this complication occurred 
three times—in each instance following Polya, 
antecolic isoperistaltic anastomosis. Death occurred 
two cases without reoperation. The cause death 
was gangrene the bowel and localized peritonitis, 
observed autopsy. One patient (in the authors’ 
series) recovered following reduction the incar- 
cerated loop and enteroanastomosis. 


STOMAL COMPLICATIONS 


Nonfunctioning Efferent Stoma 


Nonfunctioning efferent stoma while not com- 
mon complication, occurs often enough warrant 
discussion view the embarrassing and often 
serious consequences. There are various factors 
which have been considered responsible for this 
condition, one more which may present 
given case. often difficult even upon operative 
exposure determine unequivocally the exact 
etiologic factor. 

Development inflammatory adhesions, which 
may contribute malfunctioning actual obstruc- 
tion, not common now formerly because 
more precise operative technique which includes 
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the avoidance spillage, mass ligature tissues 
and clamping stomach bowel the anasto- 
motic site. 


cases which the omentum, largely deprived 
its blood supply, not removed, sterile inflam- 
mation with necrosis may play important part 
malfunctioning the 


Nutritional edema, the result malnutrition with 
hypoproteinemia, may accessory factor but 
the authors’ opinion should not incriminated 
the main cause inasmuch normal function 
frequently restored spontaneously the time 
minimal protein balance the postoperative period. 
explanation given Golden? that functional 
obstruction the efferent loop occurs result 
spasm. his opinion the spasm due 
temporary disturbance muscle function resulting 
from surgical trauma. 

Golden called attention, however, the fact that 
the stomach pouch, when distended with food, ex- 
pands more the greater curvature side and that 
the anastomosis lies lower this point. For this 
reason drainage the stomach pouch easier when 
the efferent loop the greater curvature. 

Prohaska and co-workers,’ study 130 
consecutive cases subtotal gastrectomy, found 
that cases with retrocolic antiperistaltic an- 
astomosis, seven patients developed obstructive dys- 
function the efferent jejunal loop while 
cases with retrocolic isoperistaltic type anas- 
tomosis there were only three such cases. was 
their belief that the dysfunction was caused 
atonic gastric pouch which the efferent outlet 


NONFUNCTIONING EFFERENT 


STOMA 
No. INCIDENCE REOPERATION MORTALITY 
OMOSIS 

RETROCOLIC ISOPERISTALTIC POLYA 


165 


BEN 
Afferent 


placed above the afferent inlet and that while may 
develop following high subtotal gastrectomy with 
isoperistaltic anastomosis, occurs more often 
the antiperistaltic type with the efferent loop 
the lesser curvature. 


The data (see chart) obtained from study the 
five cases the present series which reoperation 
was done would seem support this explanation. 
four cases the operation was antecolic and one 
retrocolic while the series incidence was approx- 
imately four one. All were the Polya type, and 
considered especially significant that all were 
antiperistaltic procedures, efferent loop lesser 
curvature. The series incidence for these two pro- 
cedures was almost equal, there being ten more 
the isoperistaltic type. Edema the stoma was noted 
all cases, but there was evidence actual 
obstruction. One may only speculate whether 
not the edema was secondary suction and lack 
oral feeding over prolonged period. the 
two patients the series 100 operated upon 
the authors, reoperation was performed the 21st 
and 30th day respectively. 


Treatment 


Preventive measures include the maintenance 
nutritional balance, atraumatic technique, rou- 
tine removal omentum and avoidance mass 
ligature. 

order prevent atony and dilatation the 
gastric pouch, bi-daily aspiration should done 
patients with retention. Probably the most impor- 
tant factor reduce the incidence this complica- 
tion the use isoperistaltic type anastomo- 
sis order place the efferent loop dependent 
position the greater curvature. 


The Hofmeister procedure, the authors believe, 
superior the Polya for two reasons: 


The point potential angulation and the area 
potential edema the afferent loop are separated 
definite interval. 


Reverse flow into the proximal loop pre- 
vented. Active treatment consists early recognition 
with decompression gastric pouch and mainten- 
ance nutritional balance. persistent cases sur- 
gical intervention may required. 


the absence actual obstruction, performance 
enteroanastomosis usually all that re- 
quired diversion duodenal content into the 
efferent loop reduces the tendency toward atony 
the gastric pouch and makes easier the maintenance 
nutritional balance until stomal function 
restored. 

one personal case enterostomy for feeding 
was utilized and another Kaslow tube 
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was threaded through the patent stoma. be- 
lieved, however, that those measures were un- 
necessary. 


Stomal Obstruction 


Actual obstruction the efferent stoma, com- 
paratively rare complication, occurred only once 
the present series. Inflammatory adhesions were 
the cause. Successful operation was performed 
release adhesions. 


Postoperative Anastomotic Bleeding 


Massive bleeding from the anastomosis occurred 
three patients. Reoperation was performed two 
—an hour and half after completion operation 
one case, and the sixteenth postoperative day 
the other. each instance the stomach pouch 
was opened the anterior surface through vertical 
incision, the bleeding point identified and ligated 
and the anastomotic suture line reinforced. the 
third case bleeding occurred the eighth postopera- 
tive day but was controlled without reoperation. 


This type postoperative bleeding did not occur 
the 100 cases which the authors did the opera- 
tion. This attributed largely the fact that 
the time the stomach and jejunal tissues were pre- 
pared for anastomosis each vessel the cut stomach 
and jejunum was individually clamped with 
Halsted hemostat and secured with fine chromic 
catgut tie. This precaution was addition the 
use hemostatic stitch for the first layer the 
anastomosis. 


DISCUSSION 


The conclusion inescapable that the Billroth 
procedure possesses certain inherent characteristics 
which favor the development serious and poten- 
tially fatal complications. should pointed out, 
however, without consideration the merits 
demerits the operation from the physiological 
standpoint, that the procedure has been widely em- 
ployed with good results and with reasonable 
mortality rate. 


will noted that the mortality rate four 
hundred consecutive cases, from 
which may considered average community hos- 
pitals, was 3.5 per cent. 


the opinion the authors that the mortality 
rate may substantially reduced detailed con- 
sideration the technical aspects this operative 
procedure. series 100 consecutive cases the 
Billroth operation was performed the authors 
without mortality. There were, however, two cases 
malfunctioning efferent stoma, one case afferent 
loop obstruction and one case duodenal fistula. 


the opinion the authors that the modifica- 
tion the Billroth operation best adapted 
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reduce the incidence technical complications 
the Hofmeister antecolic, isoperistaltic procedure 
with resection the omentum, individual ligation 
vessels the anastomotic line, closure the 
retroanastomotic pouch, recommended Stam- 
mers, and catheter duodenostomy when extreme 
difficulty encountered obtaining secure closure 
the duodenal stump. 

possible advantage the antecolic operation 
may that the incidence actual stomal obstruc- 
tion will reduced. Furthermore, reoperation 
required the operative field more accessible. 

One complication, apparently rare, which occurred 
incident the retrocolic procedure was thrombosis 
the middle colic artery. 


CONCLUSIONS 


Mortality factors the Billroth subtotal 
gastrectomy are due large measure certain 
features incident the procedure. 

Careful consideration the various technical 
aspects the operation will enable the surgeon 
substantially reduce both morbidity and mortality. 

8467 South Van Ness Avenue, Inglewood. 
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Duodenal Ulcer 


EVER SINCE Dragstedt restored vagotomy surgi- 
cal treatment for duodenal ulcer firmer physi- 
ologic and anatomic foundation, great deal 
controversial furor has been generated between the 
protagonists vagotomy and those gastrectomy. 
There are now signs that the tumult subsiding and 
that both procedures will find their rightful places 
the surgical management benign duodenal 
ulcer. 

Although this subject has been primarily surgi- 
cal controversy, nevertheless, worthwhile pre- 
sent attitude based purely medical experience 
with respect this problem. 

There are four main points for emphasis here: 


Operation, whatever the kind, not the answer 
the problem duodenal ulcer. becomes 
issue only when complications arise which are be- 
yond medical control. 

There are limitations every surgical pro- 
cedure. 


There place for gastric resection, gastro- 
enterostomy, pyloroplasty and vagotomy the sur- 
gical treatment duodenal ulcer. 


The main problem which concerns the physi- 
cian the determination which surgical proce- 
dure the one choice particular clinical 
situation. 


would seem that the surgical procedure 
choice should have the lowest mortality, the least 
number complications, the most manageable com- 
plications, and, above all, when expertly done, 
should followed the least number ulcer 
recurrences. During the past eight years the authors 
have had extensive preoperative and postoperative 
medical experience with vagotomy the Veterans 
Administration hospitals Van Nuys and Long 
Beach, California, where the project has been under 
the able direction Dr. Joseph Weinberg. 
have become cognizant the value well the 
limitations vagotomy when done with accessory 
operative procedure designed facilitate gastric 


From the Gastroenterology Section of the Medical Service, Veterans 
Administration Hospital, Long Beach. 
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Gastrectomy Versus Vagotomy With Accessory Procedures 


STEPHEN STEMPIEN, M.D., EUGENE TEMKIN, M.D., and 
ANGELO DAGRADI, M.D., Long Beach 


Vagotomy should added whatever other 
surgical procedure used the treatment 
duodenal ulcer. Vagotomy with pyloroplasty 
the procedure choice most patients with 
duodenal ulcer. Gastroenterostomy and gastrec- 
tomy with vagotomy are procedures necessity 
certain clinical situations. 


drainage. believe that vagotomy with pyloro- 
plasty the best combination for most patients. 
have not had like experience with gastrectomy 
alone done the primary procedure for duodenal 
ulcer. Nevertheless, have seen many patients with 
complications following gastrectomy done elsewhere, 
and have been able compare this group with 
our group patients who had vagotomy and sub- 
sequent complications. 

examination was made the records several 
leading clinics where series patients was treated 
gastrectomy alone and some instances another 
series was treated vagotomy and accessory 
surgical procedure (see Table 1). 


The experience the Cleveland was that 
the mortality rate and the ulcer recurrence rate asso- 
ciated with gastrectomy were nearly three times 
greater than the rate for vagotomy with either py- 
loroplasty gastroenterostomy. Crile’s report did 
not mention the incidence complications. From 
Wangensteen’s clinic, report showed 
that the most striking statistical finding was the high 
incidence complications following gastrectomy— 
per cent. The mortality rate was 3.4 per cent. The 
ulcer recurrence rate was low, comparing favorably 
with Crile’s vagotomy group. the University 
Michigan Hospital, the report Pollard’ showed 
mortality cases gastrectomy with vagotomy. 
The ulcer recurrence rate for this group was lower 
than was for gastrectomy alone. Muir® Scotland 
reported unusually high incidence complica- 
tions following gastrectomy alone. Garlock and 
likewise noted high incidence complica- 
tions; the mortality rate 2.1 per cent, however, 
was remarkably low. The ulcer recurrence rate was 
3.7 per cent. series, the mortality rate 
and incidence complications seemed favor 
gastrectomy. However, the ulcer recurrence rate was 
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TABLE incidence complications and recurrence ulcer after subtotal gastrectomy. Experience other clinics. 


Ul 
Mortality Complications 
source of Data Number of Cases (Per Cent) (Per Cent) (Per Cent) 
Cleveland Clinic vagotomy with pyloroplasty 
University Minnesota Hospital 
Western Infirmary, Glasgow 
Mt. Sinai Hospital, New York 
Mt. Sinai Hospital, New York 155 gastrectomy with vagotomy 0.7 15.0 0.0 


TABLE 2.—Mortality, incidence complications and recurrence ulcer associated with vagotomy-pyloroplasty. Experience Veterans 
Administration Hospital, Long Beach 


Source of Data Number of Cases 


Uleer 
Mortality Complications Recurrence 
(Per Cent) (Per Cent) (Per Cent) 


Long Beach Hospital 


definitely favor vagotomy added pro- 
cedure. most these reports, the addition 
vagotomy seemed have improved the situation 
one respect another. more recent report 
Baltz? and associates includes this significant state- 
ment: 

“This study strongly suggests that the addition 
vagotomy contributes valuable protection, and 
feel that this procedure should done the orig- 
inal operation and not reserved for the unfortunate 
patient who develops jejunal ulcer following gas- 
tric surgery.” 

contrast with the experience other clinics 
(Table 1), the experience the Veterans Admin- 
istration Hospital Long Beach with vagotomy- 
pyloroplasty shown Table The outstanding 
features the experience with this procedure were 
the low mortality rate, low complication rate and 
low ulcer-recurrence rate. 

preface evaluation our experience with 
complications the group patients who had 
vagotomy-pyloroplasty, may noted that 
and Warren and Meadows" stated that the incidence 
complications patients who had gastrectomy 
was about the same those who had vagotomy 
with without accessory surgical procedures, both 
usually being the neighborhood per cent. 
However, the data vagotomy-pyloroplasty the 
hospital Long indicate that the per- 
centage persistent disabling complications with 
this procedure only 5.55 per (Table 2). 
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( All incomplete 
vagotomy ) 


study was made group cases which 
the patients had had subtotal gastrectomy for duo- 
denal ulcer done elsewhere. The basis selection 
was primarily the completeness the diagnostic 
study which every case included gastroscopic ex- 
amination. Cases gastrectomy for carcinoma, and 
for benign ulcer, were course excluded, were 
cases which gastrectomy was combined with va- 
gotomy. The number and the variety complica- 
tions which occurred the group cases are 
shown Table The frequency inflammatory 
disease noted gastroscopy, was impressive: Seven- 
teen cases diffuse gastritis, six cases peristomal 
gastritis and three cases jejunitis. Recurrent ulcer- 
ation was observed seven cases, and one patient 
had gastric ulcer (gastroscopically confirmed) 
which relatively rare form recurrence. Also 
impressive was the number patients who had vom- 
iting outstanding complaint. The authors be- 
lieve that these symptoms were related the gastritis 
observed gastroscopically. Two the more unusual 
complications gastrectomy were noted the 
series—an inadvertent gastroileostomy and intussus- 
ception the jejunum through the stoma. There 
are, course, other complications which are re- 
ported the literature, and some them eventually 
cause death. Complications that kind, usually not 
seen the Medical Service, include disruption 
leakage the suture line the duodenal stump with 
subsequent peritonitis, injury the pancreas and its 
ducts, injury the bile ducts and postoperative 
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tomy for duodenal ulcer (27* cases studied Veterans 
Administration Hospital, Long Beach) 


Gastritis, diffuse Dumping syndrome 
Stomal Recurrent hemorrhage .... 
Gastroileostomy 
Intussusception jej- 

unum into stomach 


*Gastroscopic examination performed all cases. 


hemorrhage. The data Table show the lesser 
incidence and smaller variety complications 
series patients who had vagotomy and pyloro- 
plasty. The authors have unpublished also in- 
dicating that the incidence persistent complica- 
tions after vagotomy-pyloroplasty (5.5 per cent) 
less than when any other accessory procedure 
combined with vagotomy. There are two compli- 
cations that sometimes occur after vagotomy-pyloro- 
plasty which are seldom seen following gastrectomy. 
These are cardiospasm and gastric retention. 

The most important difference between the com- 
plications gastrectomy and the complications 
vagotomy-pyloroplasty cannot put into statistical 
form. The complications gastrectomy alone are 
usually much more complex and are likely 
more permanent irreversible. the authors’ 
experience, they present great difficulties manage- 
ment. The complications vagotomy-pyloroplasty 
fewer number, are relatively simple man- 


age, are readily reversible and, with proper man- 


agement, rarely persist beyond the first postoperative 
year. For example, Schindler® 
study patients after various surgical procedures 
for peptic ulcer, concluded that postoperative gas- 
tritis least severe and least frequent patients 
having pyloroplasty instead either gastroenteros- 
tomy gastrectomy. 

The mortality rate less than per cent the 
vagotomy-pyloroplasty compares very favor- 
ably with any reported mortality rate for gastrec- 
tomy. the recurrence ulcer, has been our 
that, where the vagotomy complete, 
classical benign peptic ulcer does not recur. The 
insulin test these situations cannot always ac- 
cepted with certainty because there are many factors 
which must controlled produce satisfactory test 
results. These factors are: (1) The refractory state 
the early postoperative period; (2) gastric reten- 
tion; (3) regurgitation from the duodenum the 
stoma; (4) the level hypoglycemia; and (5) the 
onset postoperative gastritis. 
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TABLE 3.—Relative incidence complications subtotal gastrec- 


TABLE 4.—Complications seen after vagotomy and pyloroplasty 
for duodenal ulcer 180 cases the Veterans Administration 
Hospital, Long Beach) 


No. of Cases* 


Gastric retention Usually transient—manage- 
able. Rarely requires 
surgical intervention. 

Dumping syndrome Transient—manageable. 


*The number cases which the complications occurred given 
only when the complication persisted beyond the second postoperative 
year. 


From comparison data the authors come the 
belief that the surgical procedure choice the 
majority cases duodenal ulcer which oper- 
ation indicated vagotomy combined with 
pyloroplasty. Pyloroplasty should performed 
patients, the pyloroplasty will not feasible, owing 
excessive inflammatory reaction, edema, scarring, 
stricture, adhesions and the like. such situations, 
the choice lies between vagotomy combined with 
gastroenterostomy vagotomy combined with gas- 
trectomy. the stomach has been well prepared for 
operation and not dilated and atonic, the accessory 
procedure choice gastroenterostomy. these 
conditions cannot met, then gastrectomy com- 
bined with vagotomy more suitable. Bleeding may 
also present special problems. patient with bleed- 
ing ulcer can improved enough conservative 
management that operation can done elec- 
tively, then vagotomy-pyloroplasty may sufficient. 
However, the surgical approach the nature 
emergency, then, course, suitable procedures 
should done control hemorrhage, such 
suture-ligation bleeding vessels, followed va- 
gotomy with either pyloroplasty, gastroenterostomy, 
gastric resection, whichever meets the clinical 
situation best. nothing done the ulcer bed 
because bleeding not seen operation, there 
calculated risk additional bleeding postopera- 
tively, even the vagotomy adequate. This may 
due alteration hemodynamic factors 
incident the operation. Control bleeding 
vagotomy depends largely upon the initiation 
rapid healing. perforated ulcers, usually 
better delay definitive operation until the emer- 
gency situation has been properly handled. 

seems that the whole controversy gas- 
trectomy versus vagotomy with accessory surgical 
procedures pointless. Since has shown 
that complete vagotomy the only insurance against 
the recurrence ulcer, follows that this procedure 
should done with whatever other accessory sur- 


CALIFORNIA MEDICINE 


4 2 
| 
q 
q 
4 


“| 


sical procedure adequate meet the clinical 
situation hand. ulcer occurs after vagotomy, 
should made complete the vagotomy. 
sometimes happens that vagus fibers 
identified the hiatus because ad- 
the clinical situation may not permit 
exploration for vagal fibers. such cir- 
cumstances, gastrectomy the only alternative. 
Veterans Administration Hospital, Long Beach. 
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THERE NEED repeat the well-known statistics 
the increasing life span and the increasing 
proportion population the upper age groups 
the United States today. also well known that 
from this segment coming burdensome problem 
for public hospitals general and mental hospitals 
particular. Some recent figures show that the per- 
centage total first admissions state mental 
hospitals the age group and over ranges 
from 13.4 per cent California per cent 
New York, with over-all average 19.3 per cent 
for the United States whole. 

There is, however, pronounced lack factual 
information concerning many the medical and 
psychiatric aspects this problem which hamper- 
ing efforts plan for satisfactory solutions. 
also evident that, reason lack interest 
lack attention, there insufficient general aware- 
ness the wide variety psychiatric problems that 
are encountered this age group. For example, 
during the fiscal year 1953-54, there were ad- 
mitted California state hospitals 2,024 patients 
who were years age over. this number, 
248 (one-sixth the total) were diagnosed hav- 
ing other than senile arteriosclerotic disease. 
These diagnoses covered wide range. They in- 
cluded all the commonly encountered psychoses, 
number different psychoneurotic reactions, and 
personality disorders. 

similar study admissions Napa State 
Hospital the age group and over, total 
518 consecutive admissions, per cent were diag- 
nosed having other than senile arteriosclerotic 
disorders. This probably indicates that, with in- 
creased interest and attention detailed histories 
and examinations, large number nonorganic 
disorders will noted. 

Further evidence that run-of-the-mill diagnosis 
this age group sadly inadequate found 
previous study two the authors this 
paper (Simon and Malamud) demonstrating that, 
series 505 consecutive autopsies subjects 
clinically diagnosed having either psychosis with 
cerebral arteriosclerosis senile psychosis, the 


the Napa State Hospital, Imola, and the Langley Porter 
Clinic, San Francisco. 

Presented before the Section on Psychiatry and Neurology at the 
84th Annual Session the California Medical Association, San 
Francisco, May 1-4, 1955. 
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Geriatric Patients Mental Hospital 


FRANKLIN ERNST, JR., M.D., and OLIVER, M.D., Imola; 
ALEXANDER SIMON, M.D., and NATHAN MALAMUD, M.D., San Francisco 


intensive study was made men years 
age and over admitted Napa State Hospital 
with either senile arteriosclerotic brain disease. 
ward treatment program, combining both the 
medical and psychiatric approaches, was applied 
one-half such patients admitted state 
hospital, with the aim determining what, 
any, effect this program would have the course 
the illnesses. 


Special laboratory studies showed: (a) Serial 
electroencephalograms and hospital adjustment 
ratings appeared positively correlated with 
the patients’ clinical course; (b) per cent 
cases the electrocardiographic tracings the 
time admittance were within normal limits; 
(c) “pathological blood bromides was 
found only one 340 consecutive admissions 
this age group. 

Sociopsychiatric study 100 consecutively ad- 
mitted patients revealed that: (a) per cent 
the patients were from the middle, and per cent 
from the lower classes society; (b) Only 
per cent were admitted because activities 
specifically psychotic. (c) per cent needed 
admittance this state hospital for observation 
and diagnosis, but only per cent needed 
stay for care and treatment; (d) per cent, 
specific emotional stresses were present just pre- 
ceding and coincident with the clinical appear- 
ance the organic brain syndrome. 


clinical diagnosis was incorrect per cent the 
cases. This hardly better than could provided 
chance. 


was with this mind that the Napa State 
Hospital and the Langley Porter Clinic set 
joint research project early 1952 study, com- 
prehensively possible, representative sampling 
patients admitted the Napa State Hospital fall- 
ing within this age group. 

number questions were formulated 
used guide setting this research project. 
These questions fell into three groups: 


The Clinical-Pathological Group. 


Are there clinical syndromes which can cor- 
related with the pathological findings the various 
recognizable organic diseases? 

Are there sociological and psychological fac- 
tors which can correlated with the pathological 
and medical findings these organic syndromes? 
For example, situational stress contributory 
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precipitating factor, degree premorbid social 
stability, premorbid personality patterns. 

Are the pathological, sociological, medical, 
data quantitatively correlated 
with the severity the clinical syndrome? 


The Socioeconomic group. 
What the crisis leading hospitalization? 


the socioeconomic level correlated with 
admission state hospital for medical-psychiatric 
care? 

Can patients classified from the standpoint 
selecting methods care other than state hospi- 
talization? For example, home with family with 
additional help, nursing home, boarding 
home, county private hospitals. 

The Therapeutic Group. 

Can the course geriatric mental illness the 
senile and arteriosclerotic categories influenced 
special treatment program? For example, 
dietary, drugs, psychotherapy. 


METHOD THE STUDY 


The method study follows: 

Males years age and over who are deter- 
mined clinically have either senile cerebral 
arteriosclerotic process are selected for the geriatrics 
research study the psychiatrist charge the 
project. order assess statistically certain as- 
pects this study program, including any improve- 
ment accuracy clinical diagnosis and the effects 
the special therapy program, the cases are alter- 
nately selected for study and control purposes. Since 
the inception the project February 1952, 
total 556 patients have been processed, half 
the study group and half the control group. 

Study cases are given mental and physical exam- 
inations admission with special emphasis the 
neurological findings. addition the history 
obtained from the patient and the family the 
physician, social worker obtains extensive 
history from the family friends which includes 
socioeconomic information, medical background, 
and sociopsychiatric history events leading 
hospitalization. addition, careful review the 
patient’s history made the areas marriage, 
residence, income, occupation, avocation, accultura- 
tion and education. Routine examinations urine 
and blood are done admission. x-ray film 
the chest routinely taken; and, the first 300 
study and control cases, lateral abdominal x-ray 
film was taken determine the presence abdom- 
inal aortic calcification. the first 340 cases taken 
into the program, blood bromide determinations 
were made the time admittance hospital. 
Blood was drawn this same time for the Gofman 
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heavy molecule lipoprotein determination. Within 
one week admission, electroencephalographic and 
electrocardiographic tracings are recorded both for 
the patients included the study and those used 

Following completion these studies, 
search patient transferred special treatment 
ward designated the “study ward.” Control 
patients are sent other geriatric and medical wards 
after their routine admission examination. The 
study patient, after transfer the study ward, 
assigned one the ward technicians for special 
attention and observation. Within ten days his ward 
Hospital Adjustment Scale Ferguson, Ballachey, 
and This scale check list 
items pertaining (1) interpersonal relationships 
and communication, (2) self-care and social respon- 
sibility, and (3) recreation and work activity. Also, 
after admission the study ward, the psychologist 
rates the patient’s total adjustment “global 
rating scale” and performs the verbal portion the 
Wechsler-Bellevue test. three-month intervals, 
the patients are reevaluated diagnosis and 
clinical course the hospital. This done four 
examinations all performed within week each 
other. physical and mental survey carried out 
the physician. The psychological tests are again 
administered. The electroencephalogram and the Hos- 
pital Adjustment Scale rating are repeated. these 
intervals the physician then fills out diagnostic 
questionnaire check list which indicates the presence 
absence certain psychiatric, neurological and 
physical symptoms and signs during the course 
the illness, its onset, the past history the 
patient. 

the event death, every effort made 
secure permission for autopsy. The brain tissues 
are sent the Langley Porter Clinic, where gross 
and microscopic studies are carried out. this 
occasion, the fifth rating takes place: The pathologi- 
cal rating scales are completed indicating the patho- 
logic diagnostic category and the location and 
severity the pathologic process. 


WARD TREATMENT PROGRAM 


The ward treatment program for these patients 
includes both medical and psychiatric aspects. Each 
patient the study receives daily supplements 
liver, iron, and vitamins addition whatever 
specific medication needed for medical problems. 

The second phase consists the integrated ward 
treatment program for these men, which takes into 
account the degree physical limitation each. 
The primary function the psychiatric treatment 
program engage the patient’s interest and 
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direct his attention toward meaningful interpersonal 
relationships. The various departments associated 
this program include the physiotherapy, the occu- 
pational therapy, the musical therapy, the recre- 
ational therapy and the bibliotherapy departments. 
Additionally, volunteer worker from the com- 
munity comes biweekly supervise the playing 
“talking-book” record. 

weekly ward conferences, members from the 
various departments meet with the physician 
over individual, illustrative case detail. 
these meetings integration the treatment program 
achieved for the individual patient, and the efforts 
these different departments are coordinated the 
total ward program. 

Each study patient admitted this special ward 
assigned the group therapy section one the 
ward technicians. Regular group psychotherapy 
meetings are conducted this technician with 
his patients. The technicians turn receive group 
supervision from the physician. these meetings, 
which are also attended the ward social worker, 
group dynamics the patient groups are discussed 
and the psychodynamics the individual patient 
are worked out. These meetings have also been 
significant acting extensions the eyes and 
ears the physician and social worker. addition 
this, the meetings with the technicians have pro- 
vided opportunity for the entire ward personnel 
group integrate many separate pieces infor- 
mation into meaningful wholes which have provided 
better basis for understanding care the patient, 
tailored more closely his individual psychic needs. 
these latter weekly group discussions, any change 
the course the organic processes can more 
easily noted and followed. Very frequently has been 
possible correlate these symptoms organic cere- 
bral change with coincident events psychiatric sig- 
nificance; for example, the change the rate pro- 
gression senile brain process occurs not 
vacuum but event related other events. The 
observation has been made that, much more fre- 
quently than chance would allow, there has been 
distinct correlation between (for example) improve- 
ment electroencephalographic rhythm and wave 
integration, the hospital adjustment score, and the 
clinical psychiatric Not infrequently the 
electroencephalogram has seemingly announced 

ahead time that patient was going improve 
fail. 


RESULTS 


Results the study program date are divided 
into: (1) general comparisons the study and con- 
trol programs, (2) the results specific laboratory 
determinations, and (3) certain detailed observa- 
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TABLE 1.—Crisis events which precipitated hospitalization 


UNREALISTIC ANTISOCIAL BEHAVIOR: 
Delusions, hallucinations, and inability 

manage self 
Inappropriate sexual behavior 


II. BEHAVIOR: 


Confused, wandered noisy and irritable 
Alcoholism 


tions 100 consecutively admitted patients the 
study group. 

The age range the patients the study 
years; the mean age 75.2 years and the median 
age years. the first 200 patients admitted the 
study group, 14.5 per cent died the first month 
after admission and, the end three months 
per cent had died. Data thus far indicate that 
there are significant differences between the study 
and the control patients release rates from the 
hospital. The same true with regard the rate 
deaths. the study program has progressed, 
however, trend toward improvement the release 
rates the study patients has been noted. 

Among the results various specific laboratory 
procedures, the following can reported: detec- 
tible level blood bromide admission was found 
only one the first 340 cases. 400 consecutive 
admission electrocardiographs, per cent were 
within normal limits. This includes the group show- 
ing myocardial changes but some abnormality 
rhythm. Twenty-four per cent showed changes 
suggestive myocardial damage, and per cent 
showed definite evidence damage. 

Detailed observations were made 100 consecu- 
tively admitted study patients effort answer 
certain questions. The first question was, “What are 
the crises which lead state hospitalization?” 
can seen from Table there was some action 
the patient’s part which was considered symp- 
tomatic psychosis the 100 cases. these 
59, became assaultive and were suicidal. 
cases delusions hallucinations were present. 
four cases defective judgment the managemem 
self resources was the specific item, and two 
cases inappropriate sexual behavior led institu- 
tionalization. The method determining the crises 
leading commitment was select the most serious 
item mentioned the petition mental illness. 

the patients without overt indication 
psychosis, were admitted solely because con- 
fusion wandering tendencies; three because 
irritable and noisy behavior; four because having 
hemiplegia with other reason stated the peti- 
tions (two the four were comatose and flaccid 
paralysis and the other two showed antisocial 
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psychotic symptoms). one case the symptom 
alcoholism necessitated 

The second question was, “What proportion 
patients might have been handled means other 
than commitment?” After careful study and obser- 
vation the 100 patients, was the opinion the 
authors that needed the facilities and care offered 
this state hospital. additional needed the 
diagnostic facilities the institution but, after 
diagnostic procedures, would have been suitable 
candidates for other types care. Where could the 
remainder the patients have been handled? 
Twenty-eight were candidates for nursing homes; 
appeared need the services county 
private hospital; eight could have been handled 
home additional help was available, and one 
could have been home without additional help 
being present; two could have been boarding 
homes. 

third question was, “What, any, emotional 
factors were coincident with the onset chronic 
brain syndrome?” order differentiate and 
recognize occurrences that were anxiety-producing 
for the patients just before coincident with the 
onset the illness, detailed psychiatric study 
their lives for this interval was carried out. Signifi- 
cantly, stressful emotional situations were present 
the lives the men just preceding the onset 
the mental symptoms. the remaining 12, 
there was apparent absence emotionally up- 
setting events two cases; the history the life 
situation the onset the chronic brain syndrome 
was not obtainable the remaining cases be- 
cause lack sources information. For 
these men the psychic trauma was loss—as ex- 
amples, the death someone close, the loss 
contact with the family because active rejection 
passive cessation visits, loss job (that is, 
retirement), the loss independence and/or the 
home, and the loss physical strength and health. 
The loss ability live self-determined ideals 
and standards was apparently critical importance 
five cases; for example, father who had previ- 
ously been very competent caring for his family 
suddenly was confronted daughter and her 
three children after the daughter’s husband had 
deserted her and left her without means support. 
The patient did not have enough money care for 
the daughter. 

addition the cases outlined, another 
the stressful item appeared threat the way 
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TABLE 2.—Events coincident with and just preceding clinical 
onset brain syndrome 


People: 
family visits 


III. witH AGGRAVATING 


IV. History ILLNESS UNKNOWN 
EMOTIONAL FACTORS 


life—for example, fear losing wife child 
because illness, fear being displaced wife’s 
interest newly arrived grandchild. External 
stressful circumstances brought about the reappear- 
ance previously present psychosis four more 


cases (Table 2). 


The fourth specific detailed observation made 
these 100 cases was determine from which socio- 
economic group these patients originated. 
this they were rated according to: (a) occupation, 
(b) residence, (c) source income, and (d) edu- 
cation. was found that none the patients came 
from either the upper social classes. Fourteen 
were from the upper-middle and from the lower- 
middle classes. Thirty-one derived from the upper- 
lower and from the lower-lower social classes. 
other words, two-thirds the patients came from the 
lower social strata. 
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Anemia 


THALASSEMIA MINOR important hematologic 
condition because, while the conditions observed 
study the blood may closely mimic those that are 
present iron deficiency anemia, the therapy 
radically different. Thalassemia congenital, famil- 
ial disorder hemoglobin production characterized 
small, pale, misshapen These 
cells have shortened life but extracorpus- 
cular mechanisms are not involved and cells from 
healthy donors survive normally patients who 
have the disease. The disease common among per- 
sons Italian, Greek Chinese extraction, but 
extremely rare other nationalities. 

The homozygous major 
(Cooley’s anemia, Mediterranean se- 
rious disorder characterized severe anemia and 
hemolysis, extreme variations the size and shape 
the erythrocytes, persistence fetal 
erythroblastosis, jaundice, hepatosplenomegaly, and 
changes the roentgenographic appearance the 
bones.* Frequent transfusions are necessary sus- 
tain life, and few patients survive adulthood. 

The heterozygous form—thalassemia minor—is 
essentially asymptomatic; anemia only mild, 
nucleated erythrocytes are rare and signs hemoly- 
sis, present all, are minimal. Serum iron 
and icterus index are normal slightly elevated; 
hemoglobin has normal electrophoretic mobility and 
alkali resistance. Osmotic fragility greatly re- 
duced. The chief hazard the condition its resem- 
blance iron deficiency anemia, hence causes 
patients and physicians unnecessary concern and fre- 
quently leads useless and even harmful treatment 
with iron. 

Iron deficiency anemia adults caused loss 
blood, while childhood faulty diet blame. 
The anemia results from quantitative defect 
hemoglobin production. There hemolysis, eryth- 
rocytes survive normally, and serum iron levels and 
icterus index tend low. thalassemia 
minor, the hemoglobin has normal electrophoretic 
mobility, fetal hemoglobin not present and osmotic 
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Differentiating Between Thalassemia Minor and Deficiency 


RALPH WALLERSTEIN, M.D., and PAUL AGGELER, M.D., San Francisco 


Many the conditions noted examination 
the blood patients with thalassemia minor 
are much like those observed patients with 
iron deficiency anemia. study was made 
similarities and contrasts between blood and bone 
marrow features both conditions for purposes 
differential diagnosis. salient distinction 
that bone marrow hemosiderin present nor- 
mal amount patients with thalassemia minor, 
but not those with iron deficiency anemia. 
therapy with iron does not restore hemoglobin 
values normal, thalassemia minor strongly 
suspect. Even the latter disease, however, there 
may small fluctuations hemoglobin values, 
particularly pregnancy. One must alert 
this possibility lest slight, fleeting increase 
hemoglobin mistakenly ascribed iron 
therapy. 


fragility greatly Infection azotemia, 
which iron storage may ample but utilization 
impaired, occasionally causes slightly hypochromic 
anemia, but these conditions the underlying 
disease usually apparent. 


The morphologic features blood and bone 
marrow may strikingly similar thalassemia 
minor and iron deficiency anemia. The erythrocytes 
are hypochromic and microcytic and they vary con- 
siderably size and shape. the marrow, nucleated 
erythrocytes are usually increased. 


PRESENT STUDY 


Comparisons and distinctions were made between 
some the hematologic features observed 
group patients with thalassemia minor and those 
observed group with iron deficiency anemia, 
all whom were examined the authors the 


period 1952-1955. 


Hematologic Data 


Tron deficiency anemia. Results examination 
the blood and marrow analysis the patients with 
iron deficiency anemia are presented Tables 
and The diagnosis was established eventually 
return erythrocyte and hemoglobin values 
normal following iron medication. Erythrocyte 
counts were sometimes high but did not exceed 
normal; many cases hemoglobin values were very 
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TABLE 1.—Features peripheral blood iron anemia 


Mean Mean 
Erythro- Hemo- Hemo- Packed Mean Corpuseular Corpuscular 
eytes globin globin Cell Corpuseular Hemoglobin Hemoglobin Reticulo- Target Stippled 
Case Age, (Million per (Gm. per Value Volume Volume Concentration (Micramicro- cytes 
No. Years Sex cu.mm.) 100ml.) (PerCent) (PerCent) (Cubic Micra) (PerCent) grams) (Per Cent) (Per 1000) (Per 1000) 
TABLE 2.—Features bone marrow iron deficiency anemia 
Nucleated 
Red Cells Late Early Pro Mitotic 
per 1000 Normoblast Erythroblast Erythroblast Erythroblast Red Cells 
Case No.* Leukocytes (Per Cent) (Per Cent) (Per Cent) (Per Cent) (Per Cent) Hemosiderin 
10. 512 26.5 64.5 4.5 3.5 
312 18.5 72.5 6.5 0.5 
306 42.5 54.5 0.5 0.5 
383 61.5 8.5 4.5 
Average 407 33.4 58.8 4.4 


*Case numbers correspond to those in Table 1. 


low. Erythrocyte size (mean corpuscular volume— 
MCV), hemoglobin content (mean corpuscular 
hemoglobin—MCH) and hemoglobin concentration 
(mean corpuscular 
MCHC) were diminished about equally. The pres- 
ence target cells and stippled cells and higher 
than normal numbers reticulocytes was noted only 
occasionally. the bone marrow, was 
uniformly absent and the number nucleated eryth- 
rocytes was increased, with moderate preponder- 
ance late erythoblasts. For the hemosiderin de- 
termination the marrow sample was aspirated into 
syringe previously rinsed with per cent solution 
disodium versenate, ejected onto slide, and the 
liquid part blotted off. After staining, hemosiderin 
was seen blue granules narrow particles only, 
first identified under low magnification. Grading was 
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done follows: none; very rare granule; 
slight; moderate; heavy. (Prussian blue stain: 
grams potassium ferrocyanide diluted ml. 
with water. Concentrated hydrochloric acid added 
until permanent precipitate forms. Filter and cover 
dried smears with filtrate for minutes. Use only 
glassware made iron-free washing dilute nitric 
acid.) 

Thalassemia minor. Hematologic data the pa- 
tients with thalassemia minor are given Tables 
and each case the diagnosis was made the 
lack response iron treatment and the obser- 
vation similar erythrocytic abnormalities mem- 
bers the family the patient. All patients were 
Italian, Greek Chinese extraction. greater than 
normal number erythrocytes was observed occa- 
sionally. Hemoglobin values were over gm. per 
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Erythro- Hemo- Hemo- Packed Mean Corpuseular Corpuscular 
cytes globin globin Cell Corpuseular Hemoglobin Hemoglobin Reticulo- Target Stippled 
Case Age, (Million per (Gm. per Value Volume jum Concentration (Micramicro- cytes Cells Is 
No. Years Sex cu.mm.) 100ml.) (PerCent) (PerCent) (Cubie Micra) (PerCent) grams) (Per Cent) (Per 1000) (Per 1000) 


Nucleated 
Red Cells Late 

per 1000 Normoblast Erythroblast 
Leukocytes (Per Cent) (Per Cent) 


Average 


After fifth pregnancy. 
tNormal 1+ to 2+. 


100 ml. blood all but the two pregnant patients. 
many cases the blood contained target and stip- 
pled cells and some cases there were slightly 
increased numbers reticulocytes. The erythrocyte 
size (MCV) and hemoglobin content (MCH) 
showed greater degree reduction than did hemo- 
globin concentration (MCHC). Bone marrow hemo- 
siderin was excessive all but one patient. The 
number nucleated erythrocytes was increased, 
with great preponderance late erythroblasts. 


DISCUSSION 


Severe hypochromic anemia 
than gm. per 100 ml. blood) rarely presents 
problem differential diagnosis, since most fre- 
quently results from iron deficiency, the cause 
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TABLE 3.—Features peripheral blood patients with thalassemia minor 


TABLE 4.—Features bone marrow patients with thalassemia minor 


numbers correspond those Table except that Cases and are not previously listed. 


Mean Mean 


Early Pro Mitotic 
Erythroblast Erythroblast Red Cells 
(Per Cent) (Per Cent) (Per Cent) 


which usually apparent. seldom due thal- 
assemia minor except during pregnancy. 


Mild moderately severe hypochromic anemia 
(hemoglobin more than gm. per 100 ml. blood) 
may, however, more difficult diagnose accu- 
rately. Both thalassemia minor and iron deficiency 
have common causes and the hematologic features 
the two conditions may similar. thalassemia 
minor the peripheral blood may provide several 
diagnostic clues, such the presence target cells 
and stippled cells, elevated reticulocyte counts, eryth- 
rocyte values above normal, and mean corpuscular 
hemoglobin concentration only slightly below nor- 
mal; but these features are not necessarily present 
and some all them are seen occasionally iron 
deficiency anemia. the bone marrow, stained 
for determination iron content—hemosiderin— 
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TRANSFUSIONS 
500 


MONTHS 


Chart 1.—The patient, about years age, had thalassemia minor. This chart illustrates great discrepancy between 
red cell and hemoglobin values, fluctuation levels, red cell values above normal, chronic elevation reticulocyte 


counts and exacerbation anemia during pregnancy. 


that the greatest diagnostic value. Here clear- 
cut difference exists between the two conditions. 
thalassemia minor, iron abundant the tissues 
and large amounts hemosiderin are found the 
bone marrow. iron deficiency all body tissues are 
depleted iron; there hemosiderin the 
marrow. 

Even so, for final diagnosis hypochromic 
anemia, therapeutic trial with iron should given. 
With administration 0.2 gm. ferrous sulfate 
three times daily, hemoglobin values should return 
normal six eight weeks patients with iron 
deficiency anemia, provided there loss blood 
serious intercurrent illness. hemoglobin values 
not recover, particularly the patient Ital- 
ian, Greek Chinese ancestry, thalassemia minor 
strongly suggested. Unsustained hemoglobin rises 
such fluctuations, which may particularly strik- 
ing during pregnancy, necessitate caution evalu- 
ating the effect therapy (see Chart 1). patient 
with thalassemia minor who has ample hemosiderin 
the bone marrow, further iron mouth useless 
and iron given parenterally harmful. 

2000 Van Ness Avenue, San Francisco 9 ( Wallerstein). 
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THE FREQUENCY AND SEVERITY with which anemia 
Although satisfactory evidence scanty, experience 
indicates that death association with severe de- 
grees anemia all too frequently observed 
patients with malignant disease. Until cure for 
cancer and related diseases available, physicians 
are obligated maintain the lives their patients 
for long period and comfortable state 
possible. With proper management, patients with 
malignant disease may, many instances, main- 
tained for surprisingly long period and excellent 
physical condition, almost entirely normal activ- 
ity. The recognition, the evaluation and the treat- 
ment the problem anemia the care 
patients with malignant disease the subject 
this presentation. 


METHODS 


The records 158 patients with various malig- 
nant diseases whom the diagnosis was confirmed 
biopsy autopsy were selected for review. The 
hemoglobin content had been determined the 
Leitz photoelectric colorimeter model LCZ, which 
was standardized the Van Slyke method and more 
recently the cyanmethemoglobin 
vided the College American Pathologists. 
normal volunteers the average hemoglobin per 
100 ml. blood was 12.9 gm. (range 11.5 14.9 
gm.) the time study. significant degree 
anemia was considered present, therefore, when the 
hemoglobin content was less than 11.0 gm. per 100 
ml. The recognition anemia due chronic but 
subtle loss blood, hemolytic mechanisms 
impaired erythropoiesis was accomplished simple 
procedures readily available standard clinical 
most office facilities.* 


OBSERVATIONS 


Incidence Anemia 


Anemia was present with the following frequency 
group 158 patients with malignant disease 
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Anemia Patients with Neoplastic Diseases 


ARTHUR SAMUELS, M.D., and HOWARD BIERMAN, M.D., Duarte 


specific and characteristic type anemia 
not feature all malignant disease. the 
contrary, the nature the anemia will depend 
upon the causative mechanism, which blood 
loss and accelerated erythrocyte removal appear 
the most frequently seen and the most 
clearly defined. 

Recognition anemia due loss blood 
relatively simple the subtlety blood loss 
the stool borne mind and persistent testing 
demonstrate carried out. Indeed, anemia 
characterized chronic loss blood men can 
only mean chronic gastrointestinal bleeding 
certain rare hemoglobin abnormalities can 
ruled out. 

Anemia due accelerated erythrocyte removal 
may also recognized simple measures. After 
transfusions raise hemoglobin values near 
normal levels, the disappearance the trans- 
fused blood and the rapid return the pretrans- 
fusion severity anemia are good evidence 
the presence such mechanism, blood loss 
can ruled out. 


Adequate management the anemia ma- 
lignant disease depends upon clear understand- 
ing the various mechanisms involved. 
highly probable that attention this feature will, 
many instances, significantly prolong the pro- 
ductive life persons with malignant disease. 


various types: Cancer, per cent; lymphoma,* 
per cent; chronic lymphocytic leukemia, per 
cent; chronic granulocytic leukemia, per cent; 
acute leukemia, per cent (see Chart 1). 


Type Anemia 


each group there were examples loss 
blood, hemolytic mechanisms associated with 
accelerated removal erythrocytes, and bone 
marrow changes associated with impaired erythro- 
cyte production. However, the data were not suffi- 
ciently complete warrant conclusions the 
frequency relative importance any these 
mechanisms. This aspect present under study. 


Severity Anemia 


The lowest average hemoglobin recorded the 
various groups patients during the period 
hospitalization shown Chart That anemia 
patients with malignant disease may severe ap- 
pears well documented. Particularly this true 
for patients with the various types leukemia. 


*Including patients with disease, lymphosarcoma, giant 
follicular lymphoblastoma and reticulum cell sarcoma. 
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Chart anemia (hemoglobin less. than 
10.0 gm. per ml.) 158 patients with malignant disease. 


CHRONIC GRANULOCYTIC ACUTE LEUKEMIA 
CHRONIC 
LYMPHOMA 
CANCER 
ANEMIA 
NO. OF PATIENTS 36 


less than 10.0 mi. 


DISCUSSION OBSERVATIONS 


Significance 


These observations agree with previous reports 
the incidence anemia patients with malig- 
nant Recognition the high incidence 
utmost importance, for severe anemia may have, 
per se, profoundly deleterious and even fatal conse- 
quences. The arterial oxygen supply the anemic 
state may profoundly leading meta- 
bolic defects significant degree. such circum- 
stances there added increased strain upon vital 
organs such the cardiovascular system. Compen- 
satory efforts meet the metabolic need for 
greater supply oxygen, such cardiac hyper- 
trophy, lead turn greater intrinsic require- 
ment for This fact. has particular sig- 
nificance persons the older age groups whom 
degenerative vascular disease has already placed 
restrictions upon the capacity the heart and vessels 
meet the need for increased activity over pro- 
longed period. Indeed, acute coronary insufficiency, 
myocardial infarction and congestive heart failure 
have each been reported follow the onset severe 
thorough appreciation the nature and 
consequences anemia malignant states all 
ages appears therefore warranted. 


Causes 


may result from one more several 
mechanisms (Table 1). Loss blood with its re- 
sultant anemia usually However, 
profound degree anemia may appear long before 
patient physician has become aware the pres- 
ence blood the stools, due gastrointestinal 
bleeding. About this mechanism nothing more need 
said other than remind the value the 
repeated search for blood the stool all patients 
with anemia whom the cause not obvious. 

Factors causing retarded production blood 
are very poorly understood. This largely owing 
the fact that, until recently, there has been 


Chart anemia 158 patients with malig- 
nant disease. 


NORMAL 


LYMPHOMA 
CANCER 


AVERAGE 
HEMOGLOBIN GRANULOCYTIC 
(gm/100 


NO. 


TABLE 1.—Causes of anemia in malignant disease 


Primary 
Mechanism Cause 
Loss Erosion vessel 
Thrombocytopenia 
Circulating anticoagulant 
Antibody 
REMOVAL system 
Unknown 
RETARDED Tumor toxin 
Tumor invasion bone marrow 
Altered nucleoprotein synthesis 
Effect therapy 


(a) X-ray 
(b) Radioactive isotopes 
(c) Chemotherapy 


reliable and simple method for measuring accurately 
alterations the rate blood production. Such 
method has been recently employed this labo- 
ratory: The “rate replacement erythrocyte chol- 
inesterase” utilized measure the rate erythro- 
cyte Suffice say that with regard 
the several agents (Table which have far 
been indicted, only following the use certain 
therapeutic agents there good evidence the 
causative mechanism. The repeated administration 
such agents radioactive isotopes, nitrogen mus- 
tard derivatives and the newer chemotherapeutic 
compounds may have, one side effect, the selective 
destruction the blood-forming organs. 


That accelerated erythrocyte removal may play 
fundamental role the anemia which occurs 
malignant disease appears well documented. 
Berlin? demonstrated that does patients with 
leukemia, using the Ashby technique for measuring 
the rate disappearance transfused erythrocytes. 
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with chronic lymphocytic leukemia. 
16.0 


HEMOGLOBIN 
ml.) 


PLATELETS 


DAYS 120 


TRANSFUSIONS 


this observation has been confirmed both patients 
with leukemia and patients with various types 
cancer. Utilizing the extremely simple method 
measuring the rate disappearance homolog- 
ously matched erythrocytes (that is, the disappear- 
ance transfused blood) the absence loss 
blood, the authors have repeatedly observed this 
mechanism work certain the malignant 
diseases (Chart 3). 

childhood leukemia, which most instances 
the “acute” variety, profound anemia one 
the most striking features. fact, the leukocyte con- 
tent may low, normal high, and may well 
unremarkable terms absolute numbers, while 
without exception, the other hand, severe anemia 
characteristically present. Rapid disappearance 
transfused erythrocytes equally impressive 
feature the anemia, particularly later stages 
the disease. The fate the transfused cells not 
entirely explained. similar phenomenon fre- 
quently observed the leukemic process adults. 
This particularly true leukemia the acute 
type. This phenomenon also frequently observed 
the late stages chronic leukemia, particularly 
that the lymphocytic type. 


That this anemic process may described pri- 
marily acceleration erythrocyte removal 
appears well founded the references 
However, noteworthy that many 
the criteria necessary for the recognition hemo- 
lytic anemia may absent except for the rapid 
disappearance transfused blood. The significance 
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Chart 3.—Disappearance transfused blood patient 


TABLE 2.—Characterization of anemia in malignant disease 


Accelerated 


Retarded 
Blood Erythrocyte Erythrocyte 
Abnormal Finding Loss Removal Production 


CLINICAL SIGNs: 
Hypotension 
Tachycardia 
Bleeding 


+ 
+ 


ABNORMAL ERYTHROCYTES: 


Reticulocytes 
Spherocytes 


iz} 
a 


Increased urobilinogen 


+ 


Increased serum 

bilirubin 


Bone Marrow: 
Increased erythropoiesis 


SURVIVAL TRANSFUSED 


ERYTHROCYTES Decreased 


Decreased Normal 


TABLE 3.—Therapy for anemia malignant disease 


Accelerated Retarded 
Blood Erythrocyte Erythrocyte 

Method Loss Removal Production 
Treat the malignant 

Transfusions 
Control bleeding 

Corticotropin 


this phenomenon remains determined. Be- 
cause the frequency and severity this phenom- 
fundamental aspect least certain the malig- 
nant diseases. 


Recognition Type Anemia 


Recognition the precise nature the anemia 
involved and the mechanism work fundamen- 
tal prerequisite for the effective therapeutic man- 
agement the anemia. 

better example can cited than the case 
24-year-old white man who was referred with the 
diagnosis acute leukemia. The patient had been 
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ill for period six months and had had pro- 
nounced pallor and weakness. There had been loss 
weight despite moderate anorexia. Upon physical 
examination the patient was observed well 
developed, muscular, and well nourished, moderately 
pale, without jaundice purpura and without aden- 
opathy tenderness bones. The spleen was pal- 
pable the left costal margin the right lateral 
position only. The stool was normal color and 
the remainder the examination was negative. 
Erythrocytes numbered 1,680,000 per cu. mm. and 
the hemoglobin content was 6.6 gm. per 100 ml. The 
volume packed red cells was 24.5 per cent and 
reticulocytes made 7.3 per cent the total. Mor- 
phologically there was significant degree aniso- 
cytosis, poikilocytosis, hypochromia, macrocytosis, 
microcytosis and polychromasia, suggestive iron 
deficiency anemia with accelerated erythrocyte pro- 
duction. Leukocytes numbered 2,800 per cu. mm.— 
per cent polymorphonuclear cells and per cent 
lymphocytes. Platelets examined smear blood 
were normal. The urine was negative for significant 
increase urobilinogen, and the stool was only posi- 
tive for occult blood one eleven examinations. 
Conditions observed upon bone marrow examination 
were compatible with active erythropoiesis, and there 
was basis for diagnosis leukemia. With the 
evidence suggesting anemia due loss blood the 
gastrointestinal tract was carefully studied. tumor 
the stomach bearing ulcerated lesion within its 
center was roentgenographically observed (Figure 
1). Proof that the anemia was owing bleeding 
from the gastric lesion was provided the response 
gastrectomy and removal benign leiomyoma. 
Thus patient with “acute leukemia” was cured. 
anemia due loss blood (Table rela- 
tively sudden onset, tachycardia, decreased pulse 
pressure, and even cardiac dilation may present. 
There may evidence loss the sputum, vom- 
itus, stool urine other portals exit. The 
absence jaundice significant finding. Morpho- 
logical alteration the erythrocytes may give evi- 
dence that they are being produced accelerated 
rate, particularly loss blood persists into 
chronic state iron deficiency; reticulocytosis may 
absent these circumstances. Positive reactions 
tests for hemolytic mechanisms (Coombs’, 
tinins, hemolysins) are conspicuously absent, the 
bone marrow usually hyperplastic primarily the 
erythrocytic series, and transfused blood may rapidly 
disappear consequence the continued loss 
blood. Accelerated erythrocyte removal, accompa- 
nied hemolytic process, characterized per- 
sistent absence evidence loss blood. many 
instances jaundice present, are some all 
the morphological criteria accelerated erythrocyte 
regeneration. Frequently the presence spherocytes 


Figure within benign gastric leiomyoma 
source bleeding that caused “acute leukemia.” 


diagnostic significance. There may be, addi- 
tion, increased excretion porphyrin-derived 
pigments the urine and stool (urine and fecal 
urobilinogen). Results tests for hemolytic mech- 
anisms may positive and many instances the 
indirect fraction bilirubin the Van den Bergh 
reaction elevated. significant degree erythroid 
hyperplasia seen upon examination bone mar- 
row, and transfused erythrocytes rapidly disappear 
from the circulation. 


Retarded production erythrocytes (Table 
characterized the absence many, and indeed 
most, the concomitants loss blood and 
accelerated erythrocyte removal. There are few car- 
diovascular adjustments that can clinically de- 
tected, there evidence loss blood except 
that which due secondarily profound reduc- 
tion platelets, and there little jaundice. 
Erythrocytes are not greatly altered morphologically 
most instances. The excreta not contain blood 
excessive amounts pigment. 


Results tests for the presence hemolytic fac- 
tors are usually negative, the bone marrow normal 
hypoplastic, and transfused erythrocytes usually 
survive the normal period, unless the production 
hemolytic antibodies has been previously incited 
exclusion that retarded erythrocyte production 
revealed. 


THERAPY 


Foremost any program for the treatment 
anemia associated with malignant disease the 
treatment the malignant process itself (Table 3). 
This particularly true the leukemic process 
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which the successful use the agents employed 
(x-ray, chemotherapy, radioactive isotopes) fol- 
lowed return normal hemoglobin content. 


anemia owing blood loss accompanying 
malignant process, that the bleeding site requires 
control self-evident. Thereafter, restoration nor- 
mal oxygen-carrying capacity blood most 
rapidly accomplished transfusions whole blood 
erythrocytes. many instances the administra- 
tion iron may reduce the number transfusions 
necessary. 

anemia owing accelerated erythrocyte re- 
moval, transfusions may frequently required. 
When immunologic mechanism can demon- 
strated, corticotropin (ACTH) cortisone helpful, 
sometimes dramatically interrupting the accelerated 
rate erythrocyte removal. Surgical removal the 
spleen sometimes followed impressive de- 
gree improvement for variable periods. The ex- 
planation this latter therapeutic procedure re- 
mains highly controversial. 


Demonstration anemia due retarded erythro- 
cyte production requires the careful evaluation 
the effect the therapeutic agent employed. 
properly incriminated, the offending drug must 
promptly discontinued and other forms therapy 
employed. certain instances, corticotropin 
cortisone may have significant beneficial results. 
most instances, whole blood red cell transfusions 
may the mainstay the therapeutic regimen. 
Liver extract, iron and vitamins have not been shown 


induce significant beneficial effect except well 
defined deficiency states. The supplementary use 
liver, folic acid, vitamin and similar agents will 
factors. 

City Hope Medical Center, Duarte. 
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The Shoulder Joint 


Observations Comparative Anatomy, Physiology and Treatment 


LAURENCE JONES, M.D., Beverly Hills 


THERE GREAT DIVERSITY opinion regards 
the diagnosis and treatment certain common 
affections the shoulder joint. believed that 
this stems from lack agreement certain basic 
anatomic and physiologic principles that govern 
function the joint. Certain concepts that vary con- 
siderably from generally accepted opinions have 
been described previously the How- 
ever, these concepts now have been greatly modified 
two distinct factors—first, more than ten years 
added clinical experience; and, second, certain 
studies comparative anatomy which appear here 
for the first time. This modified viewpoint will indi- 
cate that many common affections the shoulder 
joint are either primarily caused secondarily 
aggravated the basic structural weaknesses 
incomplete evolutionary adaptation. 

the outset should recognized that the 
primate shoulder joint and consequently the human 
shoulder family member not only differs radi- 
cally from other joint structures the body, but 
well completely unique the entire animal king- 
dom. recently published text’ certain factors 
the evolutionary progression shoulder joints were 
traced from pelvic fins the fish primate shoulder 
joints. 

For the purpose this article will suffice 
state that regards the simian-anthropoid division 
the primates, the creeping, grasping quadruped 
locomotion their immediate pre-simian forebears 
supplanted swinging movement using the 
forelimbs only (brachiation). 


Varied shifts the habitual lines force prior 
the development the human shoulder were 
described, leading the conclusion that although 
there are certain minor differences human and 
simian shoulders, studies comparative anatomy 
confirm the many observations others that they 
must have had the same origin—namely, arboreal. 
However, these same differences supply certain clues 
the undeniable superiority simian-anthro- 
poid performance. quite possible that the func- 
tional stimulus toward evolutionary improvement 
the human shoulder joint was diminished when man 
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Ina visual study human and simian function 
the shoulder joint, manifest superiority the 
latter was noted. Comparative anatomical studies 
tend confirm these observations and indicate 
that many common affections the shoulder 
humans may stem from incomplete evolutionary 
adaptation. 

Certain anatomical clues may lead improve- 
ments conservative and surgical treatment. 


regimen conservative and operative treat- 
ment developed over period many years has 
been found clinically effective for the relief 
chronic refractory shoulder pain. These tech- 
niques differ many points from present prac- 
tices majority physicians who deal with 
diseases the shoulder. 


left the trees somewhat less than million years ago. 
During the same period the simian progressively 
improved forelimb function owing continued 
residence the branches. the pivotal point the 
simian-anthropoid joint achieves unique bipolarity 
that the lines force are now away from the body 
the hanging position but toward the body when 
quadruped stance assumed. Although the human 
longer lives the trees still has bipolar 
shoulder, indicated complete reversal force 
lines when shifting from pushing pulling. 

Students the physiology movement have 
difficulty explaining loss abduction when the 
deltoid muscle itself paralyzed. However, there 
has been great diversity opinion explana- 
tions mechanisms whereby intact deltoid could 
weakened even completely paralyzed from 
failures neighboring synergic muscles two 
distinctly different systems. 

that regard case which the head the 
humerus shattered and dislocated may con- 
sidered. Surgical experience has taught that the 
head removed for this other reasons without 
supplementary measures, almost per cent 
cases there will flail paralyzed shoulder, and 
all cases movement will severely weakened and 
limited. If, however, the capsule reattached 
the shaft the humerus stable shoulder the 
invariable result, and many cases there will 
practically complete return 


Upon anatomical investigation was observed 
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Figure dual mechanism scapulohumeral sta- 
bilization. (Taken from Jones, Laurence: The shoulder 
joint, Surg., Gyn., and Obst., Oct. 1942.) 


that this functional benefit was not due capsular 
fixation, but the fact that the capsule the 
shoulder joint actually conjoined tendon con- 
taining the insertions extremely powerful cap- 
sular muscles. The nature and power these 
processes will described detail later. This oper- 
ation has been modified considerably since was 
first done almost thirty years ago. The modern 
technique uses fascia lata sutures not only for firm 
fixation but act homotransplants when 
found that capsular flaps must lengthened. This 
multipurpose plastic repair described 


trated considerable detail standard 


important note that this operation, well 
all other exploratory and reparative procedures 
are performed through right-angled transacromio- 
clavicular incision (Cubbins) which the deltoid 
muscle separated from its point origin. 
necessary emphasize this point, for another 
standard surgical text this operation erroneously 
described being performed through anterior 
vertical deltoid The importance these 
points will discussed briefly later. 

Another much more unusual cause deltoid 
paralysis association was encountered second 
study abnormal physiologic process. During 
radical breast amputation done elsewhere, the 
course axillary dissection the nerve the serratus 
anterior had been inadvertently severed. With the 
resultant loss scapular fixation there was ap- 
parently complete paralysis deltoid abduction. 
That this was more apparent than real was indicated 
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Figure deltoid (rhesus). Left: The deltoid 
origin and insertion, anterior view, exactly similar cor- 
responding pattern humans. Right: Posterior view, 
illustrating the pronounced difference from human con- 
figuration, which originates only from the outer half 
the scapular spine. 


the following test. When the examiner fixed the 
scapular borders manually, the patient was able 
abduct the entire upper extremity with good power. 
The foregoing and added clinical experiences have 
led the formation the following concepts that 
have met with considerable acceptance. 


The term “shoulder girdle” fact complete 
misnomer that the scapulae are not linked each 
other they are birds. They are, fact, entirely 
without direct bony attachment the costal cage 
except for freely movable sternoclavicular joint. 
Therefore, the sole attachments the costal cage 
are muscular. The acromion process the scapula 
linked the clavicle synostosis which 
there normally complete fixation. Although usu- 
ally described “ball and socket” joint, the 
rounded humeral head actually attached very 
flat glenoid fossa the scapula, all the interest 
wide range motion. Since the muscular attach- 
ments the scapula and clavicle are entirely sepa- 
rate from those muscles which bind the humerus 
the glenoid, two entirely different groups must act 
complete complex synergism the varied com- 
ponent parts are stabilized while others are 
moved one and the same time. The muscles that 
connect the scapula and the clavicle the costal cage 
effect scapular stabilization counteraction are 
illustrated (Figure upper tier). the same 
drawing are shown the two layers muscles that 
directly connect the humeral head this relatively 
glenoid—the deltoid for the outer layer, the 
massed “short rotators” or, using better term, 
the capsular muscles for the inner layer (Figure 
lower tier). That they are rough mirror images 
each other not anatomical coincidence and the 
fact once led describe the capsular group 
“inner deltoid.” 


Once the author became convinced visual 
observation that the simian shoulder had certain 
manifest superiorities, comparative study the 
rhesus shoulder joint was made. This was based 
the same criteria had governed human dissec- 
tion. The deltoid dissection rhesus shoulder 
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Figure anatomy capsular (“short rotator”) muscles—human (upper tier) and rhesus (lower 
tier). For complete exposure all overlying structures have been removed—deltoid and acromioclavicular arch. 


Left: Posterior views. both, the supraspinatus and the fused infraspinatus (teres minor) originate from almost 


the entire posterior aspect the scapula, separated only their outer portions the base the scapular spine. The 
continuous common line insertion depicted more clearly the center pictures the upper and lower tiers. 

Center: Lateral views. both, the combined infraspinatus-teres minor inserts into the posterior vertical limb 
the greater tuberosity, the supraspinatus into the horizontal limb, and the subscapularis into both the lesser tuberosity 
and the anterior vertical limb fascial prolongation. Throughout the entire subscapularis insertion runs tunnel 
containing the tendon the long head the biceps. The combined configuration resembles horseshoe. 

Right: Anterior views. The subscapularis arises from almost the entire anterior surface the scapula (the sub- 
scapular fossa). The fan-like fibers converge into powerful tendon broad insertion into the lesser tuberosity and, 
extension, into the anterior margin the greater tuberosity. The intimate relation the tendon the long head 


the biceps the subscapularis tendon again clearly depicted this view. 
Note that all views the simian muscles are comparatively longer and heavier. 


joint pictured Figure Since the anterior 
view the human and rhesus have exactly similar 
distribution, the human illustration was omitted. 
should remembered also that humans the 
posterior view shoulder joint exactly symmetri- 
cal with the anterior view, originates from the 
outer half the scapular spine. the simian, the 
posterior view reveals great differences. Instead 
being limited the outer half the scapular spine 
the human, the muscle not only runs the full 
length this structure but extends the upper 
third the vertebral border the scapula 
means distinct fascial prolongation. course, 
one notes that the vertical axis the scapula con- 
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siderably flattened compared the human, 
condition found all scapulae used for partial 
complete quadruped locomotion. 

The drawing (Figure depicts the results 
dissection the human-rhesus capsular (“short 
rotator”) muscles. None the standard texts 
human anatomy give adequate consideration this 
extremely important group. They are considered 
minor accessory muscles whose function rotate 
“depress” the humeral head. For purposes 
comparative study the human and the rhesus mus- 
cles, matching pictures are shown Figure both 
specimens the deltoid and acromioclavicular arch 
was removed for the purpose complete exposure. 


187 


teres minor 
Supraspinatus 
: 


Figure comparative weights (human and simian) the excised capsular muscles. the upper tier are 
the human, the lower tier the capuchin (rhesus) monkey. Particular attention called the posterior prolonga- 
tion the deltoid muscle and the variation comparative weights—the deltoid the monkey being comparatively 
lighter than the human, the capsular muscles longer and heavier. 


The comparative origins and insertions, and their 
respective differences can best studied 
inspection the actual drawings and the captions. 
connection with this study should partic- 
ularly noted the lateral view the anterior and 
posterior components pull not only their indi- 
vidual bony insertions but against each other 
through the medium the central capsular link, the 
fused supraspinatus-capsular tendon. The location 
the long head the biceps and the differentia- 
tion the component parts the “horseshoe” have 
considerable surgical anatomical signification 
the operating table, here only the lower tendin- 
ous insertions the capsular muscles are visible, 
the remainder being concealed from view the 
intact bony acromioclavicular arch and the cervical 
muscles. 


The monkey’s capsular muscles compared the 
human’s are almost exactly similar distribution 
but are relatively longer and heavier (Figure 4). 
This particularly evident regards the central 
supraspinatus factors and this difference was con- 
firmed later actual weight determinations. Like- 
wise when the tendons the long heads the 
biceps humans and simians are compared this 
improvement central structural strength empha- 
sized (Figure 5). Bearing mind the comparative 
body weights the subjects (human, male, 190 
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pounds; rhesus, male, 434 pounds) the human 
bicipital tendons seem structurally inadequate, 
cord were placed beside cable. 


the course this same attempt demonstrate 
that the “short rotator” muscles were not insignifi- 
cant accessory muscles secondary inferior 
class, the human specimen previously illustrated 
the deltoid and the individual capsular muscles were 
removed from origin insertion and weighed with 
the following results: When the weights the indi- 
vidual capsular muscles were added there was 
surprising total 418 gm., slightly more than 
that the deltoid, generally recognized one 
the largest and most powerful muscles. But since 
the human the difference not great let for 
the moment consider them approximately equal, 
viz., ratio 1:1. particular interest the fact 
that the central link, the supraspinatus, connecting 
the posterior and anterior capsular muscles—the 
one subject the greatest stress—is much the small- 
est the group, weighing only gm. per cent 
the total deltoid-capsular weight. When the del- 
toid and capsular muscle the capuchin (rhesus) 
monkey were similarly removed and weighed the 
very different results are demonstrated. The total 
capsular weight was 14.8 gm. compared with 
deltoid weight 5.85 gm.—a deltoid-capsular ratio 
1:2.5. complete the comparison, the supra- 
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spinatus was relatively much heavier, increasing 
per cent the total weight, making much 
stronger central link. These varied shifts may ex- 
plain large measure the manifest superiority 
simian performance. 


The very different movements this unique 
joint—the dual processes human scapulohumeral 
synchronization—merit detailed analysis basis 
for varied treatments (Figure 6). 


The following determinations are based radio- 
graphic measurements made the standing posi- 
tion front vertical (plumb line) copper wire. 
Pure abductive synergism insured measuring 
movement made only the midaxillary plane, 
eliminating entirely the muscles which effect coronal 
movement—the pectoralis major (for forward mo- 
tion), the latissimus dorsi and the teres major (for 
posterior movement). With the arm the side the 
average vertebral border the scapula varies 
slightly from position completely parallel the 
midline the spinous processes one best de- 
scribed acute 10° angle above downward. 
When the arm abducted there minimal scapu- 
lar movement until approximately the 
45° angle reached. From this neutral zone max- 
imum scapulohumeral relaxation the ratio rela- 
tively constant. the 90° humeral angle—a 45° 
increase from the neutral point—there only 15° 
shift the vertebral border which now measures 
approximately 25° from the wire. When the entire 
upper extremity elevates completely overhead 
point just short the 180° angle (170° 175°) 
the vertebral border reaches 45° 50° angle. Al- 
though the range scapular movement always 
less, the ratio constant and progressive for all 
intermediate points. 

These findings differ considerably from those 
published article Inman, Saunders and 
Abbott® who stated (1) that there considerable 
individual variation; (2) that scapular movement 
starts the 30° abductive angle; (3) that there- 
after the scapulohumeral ratio approximately 
The exact method measurement they used 
was not described. 

figure depicted the normal cross-sectional 
relationship the head the humerus, the inner 
capsular muscles, the subacromial (subdeltoid) 
bursa, and the outer Following 
rent, with dependency and pulls conflicting 
muscles, there failure heal. Finally there 
occurs bursal inflammation, inadequate scar tissue, 
secondary deposition calcium, and finally car- 
tilage loss. fact, the author’s opinion deposi- 
tion calcium usually positive confirmation 
the existence preexistent underlying tear. 


might well this point again call atten- 
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Figure 5.—The tendon the long head the biceps. 
(A): The relatively thin weak human tendon. (B): The 
comparatively much heavier simian tendon. the en- 
larged view, the simian tendon arising symmetrically from 
the entire upper surface the glenoid. 


tion some very findings 
that have been largely neglected. two different 
sets statistics (Codman and 1931, and 
Wilson and 1943), there such substantial 
agreement that they can combined for analytical 
purposes. 225 autopsies performed individuals 
dying other causes after the age years 
demonstrable lesions tears were found per 
cent the entire number, and one-half these 
the lesion was large. With the larger tears there was 
loss hyaline cartilage (arthritis), all there 
was inflammation the subdeltoid bursa (bursitis) 
many the cases with large scale rents there was 
concomitant rupture the long head the 
biceps. Independent bicipital rupture without large 
scale tear was not found any instance. short, 
the investigators concluded that the primary lesion 
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TABLE RELATIVE MOVEMENT 
SYNCHRONIZED 


X-RAY POSITION SCAPULAR ANGLE 
VERTEBRAL BORDE! 


COMPARATIVE 
SCAPULAR 
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Figure physiology synchronized scapulohumeral movement. Lateral abduction the mid-axillary 
plane. Radiographic measurements—standing—before vertical wire. the initial humeral dependent vertical position 
the vertebral border the scapula zero degrees. Humeral movement the 45° angle occasions minimal 
scapular movement—the position maximal scapulohumeral relaxation. From this neutral zone the dual mechanism 
scapulohumeral movement begins. Initial figures are subtracted from succeeding scapulohumeral positions, the hu- 
merus moving each degree change scapular vertebral border angulation, viz., the ratio three one. 


capsular tear and the secondary lesions are 
actually only complicating sequelae. 

All the foregoing observations are importance 
only they pertain practical improvements 
treatment. The great confusion here indicated 
study the usual methods: Courses x-ray ther- 
apy, administration the cortisone derivatives 
generally, hydrocortone locally, joint aspirations 
and lavage, list only few. There rather 
general belief that early active exercises are indicated 
“stretch” bursal adhesions. 

The treatment the painful shoulder im- 
mobilization, rather than exercise, generally has 
been neglected but actually had many distin- 
guished advocates the past. Many years ago Sir 
Robert Jones Liverpool personal conversa- 
tion with the author voiced the opinion that most 
cases painful shoulders will get well “if you will 
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(diagrammatic). (A): The normal interrelation between 
the head the humerus, supraspinatus muscle and tendon, 
capsule, subacromial bursa and deltoid muscle. Note that 
the tendon and capsule fuse form conjoint tendon 
(musculotendinous cuff). The varied conditions illus- 
trated are frequently not clinical entities but complicating 
sequelae developing from primary rupture the tendon 
and capsule. (Taken from: Jones, Laurence: Complete 
rupture the supraspinatus tendon (Figure 2), Arch. 
Surg., Dec. 1944.) 
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only keep them quiet.” The words this greatest 
orthopedists made indelible impression 
young intern. The exponents violent early move- 
ment have misinterpreted grossly the ideas Cod- 
man,” evidenced the following collection 
direct quotations from his works: “From the very 
nature the lesion manipulations and forced exer- 
cises can good, and might some harm— 
there are two rational plans (1) fixation abduc- 
tion relax the tendon, improve blood supply and 
approximate the torn ends, (2) gentle “stooping 
exercises” help nature smooth off the irregular 
surface the lesions—even old cases one can 
see when the bursa opened the operating table, 
that there tendency toward approximation the 
torn ends the tendon the arm abducted— 
clear that until patient can swing his arms 
freely the stooping position not ready 
use the arms when standing.” 

These statements Codman were made spite 
the fact that strongly advocated surgical oper- 
ation practically all cases. Codman’s attitude 
that subject direct conflict with the experiences 
the author, who has observed that surgical treat- 
ment can reserved for the rather small propor- 
tion patients who not respond the conserva- 
tive measures outlined. review the records 
patients treated the author, was found that 
open operations were performed only 
cases. 

line with the foregoing, Figure depicts tear 
the capsule and the factors which tend keep 
open. simple familiar analogy incised wound 
over the dorsal interphalangeal surface finger 
which healing repeatedly delayed separation 
skin edges flexion. When finger splint 
applied extension the lesion heals promptly and 
without excessive scar tissue. was pointed out 
previously (Figure that the 45° angle the site 
which synchronized scapulohumeral movement 
begins—the neutral zone—and, this 
point maximal scapulohumeral muscle relaxation 
obtained. maintain this position specially de- 
signed abduction splint applied—to act like the 
finger splint—to approximate the torn edges (Figures 
2a). There reason believe that bony fixa- 
tion torn edges even slightly separated position 
abolishes pain and largely restores function. 

conservative measure the splint used 
relieve promptly the intense pain that follows minor 
major tears. This measure gives substantial bene- 
fit far the greater number cases from 
two six weeks. The splint must worn continu- 
ously and the recommendation that removed 
night not valid. Recurrent injury more likely 
occur during sleeping movements than when the 
patient conscious. For this same reason 
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Figure contrasting effect dependence and ab- 
duction capsular tears. (la and Illustrating the 
effect dependency and the four conflicting force factors 
which tend keep the rent open, thereby delaying 
completely blocking healing. (2a and The effect 
the 45° abductive angle, “the neutral zone”—relaxes con- 
flicting pulls, closes the rent and promotes healing. 


Note: The abduction splint (2a) has been repeatedly 
modified and now constructed is, the author’s opin- 
ion, vastly superior other types: (1) weighs only 244 
pounds; (2) the upper chest band flares upward elimi- 
nate pressure the female breast; (3) the pelvic band 
has “key-strap” attached anteriorly and posteriorly 
insure close axillary fit; (4) the upper arm band cupped, 
and (5) the forearm supported “cock-up” splint. 
All can bent for snug fit. “Rights” cannot used for 
“lefts” but three sizes each accommodate most patients. 
After each using, the straps and felt pads are replaced. 


routine for the author, insist that the splint 
worn night for two-week period after the dis- 
appearance localized tender points and rotatory 
muscle spasms. increase comfort the patient 
may sleep position with the splint 
resting another pillow. the early phases seda- 
tion for pain and sleep are necessary adjuvants. 
The early use exercises, frequently recom- 
mended, strongly contraindicated the weak- 
ened capsule can tear like old sheet. Early 
physical therapy (inductothermy with light mas- 
sage) indicated, but active movement whatso- 
ever until direct pain pressure (Dawbarn’s sign) 
and spasm internal external rotation have 
largely disappeared. that time, and then only, 
carefully graded active and passive movements are 
recommended for the release the adhesions which 
always form the deltoid bursa. 


Finally, the abduction splint has come 
invaluable adjunct the treatment other condi- 
tions such fractures the clavicle the 
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upper end the humerus, with without displace- 
ment. The clavicular break continuity immedi- 
ately causes the outer component the shoulder 
girdle drop, frequently causing considerable dis- 
placement. This anatomical realignment secured 
elevation the outer component parts through 
the medium the splint. the event overriding 
either the clavicular and humeral fractures, skele- 
tal traction can added through the insertion 
short olecranon pin attached spring traction 
bracket. 

important the patients and the physician, 
particularly the case elderly patients, have 
ambulant medium treatment. added feature 
aiding early functional recovery that physical 
therapy and massage can started very soon after 
immobilization for varied injuries. 


EVALUATION 


evaluating varied forms treatment one must 
not lose sight the fact that regards capsular 
tears and common sundry complications, there 
distinct tendency spontaneous recovery. the 
series cases that led these observations this 
was not considerable factor. The great majority 
patients were not seen until after they had 
received ineffectual treatment many different 
kinds. 

The comparative studies are interest partic- 
ularly they suggest means for improving 
modifying present techniques. Certainly the long 
head the biceps the human exceedingly 
frail reed which hang dislocated shoulder, 
has been noted previously other investigators. 

Conversely, the capsular muscles are extremely 
powerful group that should used more exten- 
sively for varied purposes plastic repair. has 
been mentioned elsewhere, can regularly sta- 
bilize “headless” humerus should prove effective 
preventing dislocation when the head still 
present. This, too, has been effectively established 
clinical experience. 

The broadening the deltoid insertion posteri- 
orly fascial transplant, found the simian 
shoulder, might considerably overcome deltoid 
weakness such might occur following poliomye- 
the same time capsular weakness, frequent 
lesion, would relieved concomitant capsular 
transplants. study relative deltoid weights and 
their relation broadened origin gives sound 
reason for this suggested surgical 

The relief extremely common protracted and 
intractable shoulder pain can effected satisfac- 
torily the following means. Conservative measures 
are the treatment choice, but this should consist 
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lightweight splint improved, comfortable design. 
after eight weeks this has not given substantial 
benefit, operative repairs described elsewhere are 
quite regularly effective. 

related subject the inadequate anterior, cen- 
tral even posterior deltoid splitting incisions used 
great many surgeons for purpose either 
exploration repair. The axillary circumflex 
nerve comes from behind and major terminal 
branches can seriously damaged central in- 
cision and the even more hazardous posterior 
incision. Although anterior incision quite safe, 
retracting the heavy deltoid difficult that ade- 
quate exposure the central posterior compart- 
ments cannot obtained. The general use these 
incisions may account for the very considerable 
diagnostic confusion. 

The transacromioclavicular incision (Cubbins) 
which the deltoid reflected from its point 
origin (leaving fringe for resuture) should 
used regularly for any procedure about the shoulder, 
whether exploratory reparative. This incision 
areas completely without hazard, well above all 
important neuromuscular branches. Finally, mention 
has been made previously that plastic reparative 
procedures are described popular standard text 
being performed through an- 
terior deltoid incision. the opinion the author 
this well nigh impossible performance, but 
can done the anterior incision alone would 
seriously limit exposure and greatly increase oper- 
ative difficulties. 

405 North Bedford Drive, Beverly Hills. 
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Cortisone Coccidioidomycosis 


NORMAN LEVAN, M.D., and HANS EINSTEIN, M.D., Bakersfield 


ERYTHEMA MULTIFORME and erythema nodosum, 
corticosteroids, particularly cortisone, given low 
dosage for few days provide dramatic relief and 
are generally accepted the most effective 
but almost from their introduction 
has been advocated that they withheld cases 
due underlying infection. accept the dictum 
that coccidioidomycosis must completely ex- 
cluded before corticosteroids are given is, 
endemic area and lesser extent elsewhere, tanta- 
mount removing these drugs from the armamen- 
tarium for the treatment these conditions. times 
may almost impossible make certain any 
combination tests that coccidioidomycosis not 
present, since circulating antibodies not always 
appear and positive reaction skin test gives 
clue whether there current infection. 
The authors were well aware the known and 
postulated contraindications the use corticos- 
teroids infectious diseases, but for other reasons 
which will discussed later the cautious use 
these drugs occasional cases severe allergic 
manifestations associated with 
oidal infections seemed warranted. While difference 
opinion the propriety even cautious 
preliminary trial may exist, such trial was carried 
out and the results, felt, should recorded. 


MATERIALS AND METHOD STUDY 


The present series made cases which 
cortisone was administered patients with erythema 
multiforme and/or nodosum due primary coc- 
cidioidomycosis. The patients were either observed 
the authors their records were made available 
other physicians.* The patients were selected for 
such treatment the basis the severity ill- 
nesses. The age range was from years. Two 
the patients were Mexican and one was Negro. 
There were five males and females. 

Diagnostic criteria were those routinely employed 
this the chest, 
coccidioidin skin tests and serologic examinations. 


From Kern General Hospital and the Department of Dermatology, 
University of Southern California School of Medicine (Levan). 

Presented before the Section Dermatology and Syphilology the 
84th Annual Session of the California Medical Association, San 
Francisco, May 1-4, 1955. 

*The authors are indebted the following Kern County physicians 
who made cases available: Bernard R. Ericsson, Albert W. Glockner, 
Carrol W. Goss, Thomas B. Maxwell, John R. Montgomery, Raymond 
W. Owens, and Charles E. Stilgenbauer. 
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Cortisone administered orally, low dosages 
for brief periods, promptly suppressed the al- 
lergic manifestations accompanying primary 
pulmonary coccidioidomycosis cases. There 
was interference with the coccidioidin skin test 
reaction with the usual serologic pattern. 


Dissemination the disease sequel the 
tropin has not been reported. survey physi- 
cians and the known instances disseminated 
coccidioidomycosis Kern County failed re- 
veal any such episode. 


none the cases which the authors gave 
cortisone the presence coccidioidomycosis 
was there any complication undesirable sequel 
the disease. 

The data presented are not interpreted 
therapeutic recommendation, but con- 
tribution the information available concerning 
the effects these drugs infectious diseases. 


some cases was not established that the disease 
was coccidioidal until after administration the 
drug had already been started. 


Method Treatment 


All patients received cortisone mg. tablets 
orally. The total dosages ranged between 350 mg. 
and 775 mg. administered four six-day 
period. While uniform schedule was adopted, 
typical one was follows: mg. initially, re- 
peated six hours; mg. four times day for 
two days, three times day for one day, and twice 
day for the final two days. restrictions diet 
fluid intake were imposed. Sedatives were per- 
mitted. The patients were permitted am- 
bulatory they desired. 


Results 


The results were surprisingly uniform. All patients 
promptly became afebrile, usually within the first 
day treatment and always within hours. the 
same period malaise, weakness, joint pain, itching 
and cough diminished abated completely. The 
cutaneous lesions and joint swellings, when present, 
also subsided within day two. case was 
there subsequent increase recurrence these 
symptoms. 

There was appreciable difference the course 
disease between patients who were first ob- 
served within day the onset the erythema 


193 


| 

§ 


multiforme and/or nodosum and those who were 
not seen until after lesions had been present week 
more. 


Administration cortisone appeared cause 
interference with the coccidioidin skin test reaction. 
Strongly positive reactions were the rule, and they 
occurred patients who had received cortisone 
before the test well those whom the hor- 
mone was not given until after the test. The usual 
serologic pattern that develops response 
initial pulmonary infection with immitis was 
obtained these cases. Most the patients the 
series showed coccidioidal precipitins, thus bear- 
ing out experience that such antibodies 
commonly indicate early stage infection. 
cases which serial serologic tests could done, 
was noted that precipitins disappeared subse- 
quently. few instances complement fixing anti- 
bodies were noted specimens from patients who 
did not come under observation until several weeks 
after onset symptoms. the cases which these 
patients were retested later, these antibodies were 
longer present. other instances the only 
follow-up possible was phone call the patient, 
the family the referring physician; all those 
cases information was obtained the effect that 
there had been further illness referable coc- 
cidioidomycosis. 


untoward reactions were encountered. 


REPORTS CASES 


acutely ill, febrile, 28-year-old Mexi- 
can housewife entered Kern General Hospital No- 
‘vember 18, 1954, with diagnosis pemphigus 
erythema multiforme bullosum due drugs. She had 
had headache and dizzy spells for month; and 
rash had begun develop the right arm, four 
days previously. The patient had been taking 
laxative containing phenolphthalein and acetylsali- 
cylic-phenacetin compound. 

The dermatologic symptoms were those ery- 
thema multiforme bullosum. Cortisone was admin- 
istered mouth for six days daily divided 
dosages, dropping from 200 mg. the first day 
mg. the sixth day. 

The patient became afebrile and free symptoms 
within hours, except for remnants rapidly 
fading skin lesions. 

lished the meantime the basis strongly 
positive coccidioidin skin test reaction and coccid- 
ioidal precipitins. roentgenogram the chest was 
essentially normal. Subsequent administration the 
laxative and the acetylsalicylic compound did not 
result any untoward reactions. The patient re- 
mained well thereafter. 


was matter interest the staff that the 
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time this patient was being treated, there was another 
patient the same ward with similar condition, 
subsequently proved due medication. 


43-year-old white woman was admitted 
the University Oklahoma Hospital® Sep- 
tember 13, 1952, with complaint “cold,” back- 
ache, severe headaches, vomiting and chills and 
fever. The illness had begun month earlier 
return trip from Bakersfield, California, where the 
patient had stayed one week. About five days before 
admittance hospital, skin lesions had appeared 
the right arm and neck. 

admittance the temperature was 106.2° 
and there was widespread eruption erythema 
multiforme and erythema nodosum. Cortisone was 
given mouth, mg. four times daily for four 
days, then twice daily for two days. The patient was 
afebrile within two days treatment and the rash 
faded rapidly. 

The diagnosis coccidioidomycosis, suspected 
from the start, was confirmed subsequent report 
precipitin and complement fixation tests. Roent- 
genograms the chest showed slight degree 
fibrosis both lung bases the day admission 
and were clear five days later. 


43-year-old white housewife was first 
observed April 17, 1954, with complaint cough 
several weeks’ duration and fever and rash be- 
ginning blisters the arms and neck April 13. 
There was erythema multiforme the neck and 
arms, and erythema nodosum the lower extremi- 
ties. skin test with coccidioidin elicited strongly 
positive reaction. roentgenogram the chest, 
infiltrate the right upper lobe the lung was 
Coccidioidal serologic tests showed 
precipitins dilutions 1:40. Oral administra- 
tion cortisone doses beginning with 125 mg. 
the first day and dropping mg. the fifth day 
was the only therapy given. There was rapid im- 
provement the rash, fever and cough. reex- 
amination the patient seven months later roent- 
genogram the chest was clear and there were 
coccidioidal antibodies the blood. 


Case white housewife was first 
observed July 20, 1953, because generalized 
eruption week’s duration, associated with ma- 
laise, swelling the hands and feet and with fever. 
The patient had taken acetylsalicylic acid and phe- 
nolphthalein laxative prior onset. Epinephrine in- 
jections and pyribenzamine had been given for the 
condition without relief. Past history included 
diagnosis “valley fever” three years earlier, but 
information was obtainable. 

The temperature was 103° There was severe 
generalized erythema multiforme, most pronounced 
the hands and arms. coccidioidin skin test 
elicited positive reaction, and there were pre- 
cipitins dilutions through 1:40 coccidioidal 
serologic tests. 

Cortisone was prescribed for four days daily 
dosage 150, 100, 100 and mg. Within few 
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hours the beginning treatment the patient became 
afebrile and free malaise, and the eruption cleared 
vithin two days. There were indications coc- 
cidioidal infection from that time on. 


27-year-old white welder was seen 
October 1954, with history pain the chest 
and cough for two weeks, and skin rash three 
days’ duration, accompanied fever and severe 
malaise. The body weight had decreased about 
pounds during the preceding week. 

The temperature was 101.8° Erythema 
forme, most pronounced about the neck, and swell- 
ing and pain the wrists and elbows were noted. 
the site coccidioidin skin test done week 
earlier there was cm. area erythema and in- 
duration. Serologic examinations for coccidioidal 
infection showed precipitins through 1:10 dilu- 
tion. roentgenogram the chest revealed bilateral 
hilar adenopathy and infiltrate the right upper 
lung field. 

Bed rest, acetylsalicylic acid and antihistamines 
were advised. During the next four days the skin 
lesions became more pronounced, the ‘temperature 
more elevated, and weakness and pain the joint 
Cortisone mouth was then prescribed 
daily divided dosages 100 mg. daily for two 
days and mg. daily for additional four days. 
Within hours there was pronounced relief 
fever, pain and malaise, the rash was fading. 

the time reexamination five weeks later, the 
chest had cleared and the serologic tests for coccid- 
ioidal infection were negative. There was 
further illness. 


CORTICOSTEROIDS INFECTIOUS DISEASES 


general discussion the use corticosteroids 
infections is, course, beyond the scope this 
paper except for mention few aspects the 
problem. 

Over thirty infectious diseases humans have 
been treated with Results one 
disease have not proved true necessarily 
others. Deleterious effects have been repeatedly re- 
ported some conditions, particularly tuberculosis. 
other diseases considerable benefits have been 
ported favorable effects Hansen’s disease far ex- 
ceeding their expectations, including cases which 
antibiotics were not used concomitantly. 

difficult draw valid general conclusions 
from reports specific instances. Such variables 
dosages and even routes administration affect 
For example, cortisone mouth was found 
highly effective reducing the mortality rate 
severe tetanus; injections the same drug were 

With regard fungous infections, there not 
single recorded instance administration cor- 
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tisone’s having interfered with the immune mechan- 
isms systemic mycosis man, and this despite 
the well-known high endemicity some these 
diseases—for example, histoplasmosis es- 
timated per cent residents the central 
United States and coccidioidomycosis very high 
proportion residents the arid Southwest. 
might expected, there are cases which patients 
with primary pulmonary coccidioidomycosis are 
known have received corticosteroids more less 
inadvertently. some instances known the au- 
thors, this was because the nature the cutaneous 
eruption was not recognized, having been mistaken 
for contact dermatitis pemphigus. others, 
correct diagnosis erythema multiforme was made 
but the possibility coccidioidomycosis cause 
was not adequately investigated. 

general, corticosteroids affect unfavorably the 
course experimental infections animals. How- 
ever, was stated recent survey,'! the results 
such studies cannot applied humans. 
pointed out that “the dosage adrenocor- 
tical hormones may most important fact since 
excessive amounts these hormones given intact 
animals exposed infection may have deleterious 
effect upon the fesistance the infection which 
may not the case with small doses. animal 
experiments, the usual dosages relation weight 
are many times those found adequate suppress 
inflammation the cases human patients reported 
herein. There evidence that short-term low- 
dosage administration such the authors used, has 
resulted transformation benign infection 
one any gravity. 

Reiss and studied the effect cortico- 
tropin (ACTH) and cortisone upon experimental 
Achorion quinckeanum infection guinea pigs. 
They concluded that corticotropin did not change 
the course the disease. The cortisone-treated ani- 
mals showed “significant prolongation the first 
infection” but change “in the nature course 
the reinfection”; and the trichophytin reaction 
was not altered either drug. 

Jadassohn and co-workers® noted significant 
effect cortisone upon the course quinckea- 
num infections. Kligman and studied 
the effect mg. cortisone daily experimental 
Trichophytin mentagrophytes infection guinea 
pigs. treated animals the incubation period the 
organisms was prolonged and healing was delayed. 
The trichophytin reaction was not impaired cor- 
tisone and, when elicited two weeks after reinfection, 
was far more pronounced the cortisone-treated 
animals. 

Newcomer and studied the effect 
cortisone coccidioidomycosis mice, administer- 
ing dosages from 0.28 mg. daily 2.24 mg. daily. 
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They observed: “Using the 25th day survival 
the end point, may assumed that cortisone ace- 
tate does have significant accelerating effect 
the infectious process when given daily doses 
0.56 mg. However, this not true the 26th, 29th 
and 30th days are used the end point. There was 
statistically significant effect the rate death 
mice all other groups receiving the various 
dosages cortisone.” 

noted that the administration cor- 
tisone resulted more severe infections rats 
inoculated subcutaneously with immitis. 


TREATMENT PRIMARY COCCIDIOIDAL INFECTIONS 


yet antifungal agent has proved value 
the treatment primary coccidioidomycosis. the 
absence such specific, the objectives the 
treatment primary coccidioidal infections may 
divided into three categories. The first order 
importance prevention dissemination, and the 
second prevention chronic pulmonary lesions. 
treatment exists, yet, which will aid accom- 
plishing these objectives. 

The third objective relief the well-known 
“valley fever” consisting erythema multiforme 
and/or nodosum syndrome, and pneumonitis. 

review briefly, gross allergic manifestations 
accompany, has been estimated, per cent 
primary coccidioidal infections white man and 
per cent white women. These manifes- 
tations may one more the following: Cutane- 
ous lesions erythema multiforme 
dosum, arthralgia and hydrarthrosis, pitting edema, 
fever and malaise. These may mild severe 
require prolonged hospitalization. obvious 
that treatment aimed relief these manifestations 
must way compromise attainment the other 
objectives. 


The relationship inflammation, particularly 
allergic inflammation, immunity still unsettled. 
Thorne”! suggested that the action corticoste- 
roids “may dissociate the harmful effects hyper- 
sensitivity from the beneficial effects immunity.” 
tuberculosis, which hypersensitivity has 
been the subject intense and continuing study for 
decades, the consensus that abolition hyper- 
sensitivity does not impair some 
diseases, such Hansen’s disease, certain allergic 
reactions are generally considered harmful. coc- 
cidioidomycosis, valid conclusions can drawn. 
sure, general statements have often been 
made the effect that patients with erythema 
nodosum are less subject subsequent dissem- 
inated These statements are based 
the observation that several hundred cases 
primary coccidioidomycosis with the allergic syn- 
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drome, none disseminated. While interest, these 
observations are not statistically significant view 
the well known rarity the disseminate disease 
general (probably under 0.25 all cases) and 
the fact that there have been cases dissemination 
following erythema multiforme and/or nodosum. 

Dissemination coccidioidomycosis sequel 
the administration cortisone and/or corticotro- 
pin has never been reported. survey physicians 
Kern County, the heart the endemic area, and 
review known cases disseminated coccidioido- 
mycosis failed elicit one instance which the 
patient had received corticosteroids before dissem- 
ination took place. 

Nevertheless, dissemination being such rare 
occurrence any event, must emphasized that 
the benign outcome the cases herein reported 
which cortisone was given does not constitute proof 
the safety steroids this disease. Indeed 
would appear impossible accumulate sufficient 
human data prove safety conclusively. the 
other hand, would equally fallacious attempt 
apply humans the results animal experiments 
bearing analogy the natural human infection 
either route infection, infecting dosage, 
normal outcome such infections, dosage and 
route administration the drugs. Similar prob- 
lems exist the attempted evaluation reported 
fungicidal agents. 

there, then, solution this dilemma? One 
path attempt induce, experimental ani- 
mals, infections paralleling closely 
the natural infections humans. Endotracheal in- 
stallation the vegetative phase immitis 
very small doses certainly step this direction, 
and work along these lines has been done. 

2741 H Street, Bakersfield. 
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Simple Surgical Procedure 


COLLAPSE THE ALAE the nose important 
cause impaired nasal respiration. Many methods 
therapy have been used attempt over- 
come this fault. The earlier ones employed prosthetic 
devices; recent years surgical 
that involve actual reconstruction the nasal car- 
tilages have been used. 

the purpose this paper describe sim- 
ple procedure correct collapse nasal alae* 
the use cartilaginous graft. This not presented 
substitute for nasal reconstruction. sug- 
gested means improving function when, for 
any reason, more adequate rhinoplastic operation 
cannot done. 


Since nasal speculum the vestibule gives 
temporary support, alar collapse frequently over- 
looked routine examinations, and vain search 
then made for the cause nasal obstruction. 
collapse nasal alae present, can seen 
inspiration inspection done without the use 
instrument. Confirmation obtained prevent- 
ing the collapse the lateral wall means 
applicator tip. Patients with alar collapse notice the 
improvement once, whereas those with intra- 
nasal obstructions note little improvement. 


Function the Nasal Alae 


brief resume the function the nasal alae 
will help explain the surgical management col- 
lapse. Excellent detailed descriptions have been 


The upper and lower lateral cartilages are joined 
fibrous aponeurosis. The upper cartilage 
medial the lower one the nasal passage and 
usually overlaps three four millimeters. The 
flexibility the aponeurosis and the cartilages per- 
mits movement toward the septum and produces 
mechanism whereby the resistance the air stream 
can varied with each breath. This area vari- 
able resistance, sometimes called the “pinchcock” 


From the Department Mount Zion Hospital, 
San Francisco, California. 

Presented before the Section Ear, Nose and Throat the 84th 
Annual Session of the California Medical Association, San Francisco, 
May 1-4, 1955. 

_*The term “‘nasal alae,” in this presentation, includes the nostrils 
with their cartilages, the caudal portions the upper lateral car- 
tilages, and the intervening aponeuroses. 
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Correction Collapsed Nasal Alae 


ALLEN SHERMAN, M.D., San Francisco 


Collapse the nasal alae against the septum 
brings about serious obstruction the airway. 
Collapse may overlooked routine examina- 
tion because the speculum may prevent it. 

most cases alar collapse can corrected 
simple surgical procedure, herein described, 
which can readily done the same time 
operation the caudal portion the septum. 


the nose, important feature normal respi- 
ration. has been pointed out? that this nasal re- 
sistance acts rheostat regulating the depth 
respiration. 

During inspiration each upper lateral cartilage 


Diagram ROLE THE ALAR 
PRODUCING NASAL RESISTANCE 


Septum 
aponeurosis 


Lower lat. cartilage 


Onset 
Inspiratory Phase 


End Inspiratory Phase 
Demonstrating the doorstop 
action the aponeurosis and 
lower lateral cartilage pre- 
venting further approximation 
the upper lateral cartilage 
the septum. 


The upper lateral 
cartilage begins 
approach the 
septum. 


Diagram CAUSES ALAR COLLAPSE 


Insufficient 
lateral cartilages. 
Doorstop action 
inadequate. 


Exaggerated 
bend upper 
lateral cartilage 
away from 
septum. 


long, narrow 
nose. The upper 
lateral cartilage 
touches the sep- 
tum before the 
doorstop effect 
can function. 
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forced toward the septum. When the position 
optimum resistance the air stream reached, each 
lower lateral cartilage rotates outward, using the 
upper lateral fulcrum (see Diagram 1). The 
aponeurosis then placed stretch, and, together 
with the lower lateral cartilage, acts “doorstop” 
prevent further movement the upper lateral 
cartilage toward the septum. this “doorstop” 
action deficient, the movement the upper lateral 
cartilage inward continued. When reaches the 
septum, collapse the nasal airway produced. 
Proper “doorstop” action, therefore, appears 
fundamental preventing collapse the nasal alae. 


Pathology Collapse the Nasal Alae 


Many variations exist the anatomy the nasal 
alae, but these only small number account for 
the majority instances collapse (see Diagram 2). 

The long, narrow nose. Here the problem lies 
the narrowness the space between the upper 
lateral cartilage and the septum. normal excur- 
sion the upper lateral cartilage would immediately 
place against the septum and produce obstruc- 
tion the airway. The “doorstop” effect the 
lower lateral cartilage and aponeurosis does not 
have chance get started. The ideal way deal 
with this situation would correct the anatomy 
the region. that could not done, substitute 
method would limit the excursion the upper 
lateral cartilage. This can done increasing 
the “doorstop” action. 

deformity the upper lateral cartilage. 
Chessen and stated: “Normally, the upper 
lateral cartilage presents convex surface the 
septum. Injury may change the convexity the 
presenting surface concavity, which results 
what Cottle refers ballooning bowing out 
the upper lateral cartilage.” This concavity, 
the author’s opinion, may occasions ex- 
treme curve the caudal border against the 
septum. then leads inadequate space, which 
turn causes collapse. this deformity great 
enough, the only means correction total 
reconstruction. Minor degrees can helped 
increasing the “doorstop” action. 

Insufficient cartilaginous support the alae. 
This deficiency may congenital acquired. The 
acquired type may follow trauma infection; 
may caused also the removal too much car- 
tilage rhinoplastic procedure. 


Any the foregoing variations will bring about 
more serious nasal obstruction deviation the 
caudal portion the septum also present. Correc- 
tion such septal defects must included sur- 
gical procedures alleviate collapse the alae. 
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CORRECTING THE ALAR COLLAPSE 
INCREASING THE DOORSTOP ACTION 


WITHOUT THE THE GRAFT 

CARTILAGE PLACE. 

GRAFT. The graft impedes the 
excursion the upper 
lateral cartilage toward 
the septum. 


Increasing the Action 


may noted that Types and the fore- 
going descriptions, the collapse occurs because the 
space between the septum and lateral wall nar- 
rowed. The proper way correct such conditions 
means nasal reconstruction. When this 
not feasible, the alar collapse can lessened 
increasing the amount the “doorstop” action 
the aponeurosis and lower lateral cartilage. This 
may accomplished placing cartilaginous 
strut between the upper and lower lateral cartilages 
(Diagram 3). The overexcursion the upper lateral 
cartilage prevented the impeding action the 
cartilaginous graft which reduces the slack the 
aponeurosis. 

Type the basic pathologic change lack 
cartilaginous support. such cases the intranasal 
space may adequate, but the lack cartilaginous 
support causes deficiency “doorstop” action. 
The excursion the upper lateral cartilage toward 
the septum uninhibited, which results collapse 
the airway. such cases the restoration 
“doorstop” action the insertion cartilage 
graft the procedure choice. 

The size and, most important, the thickness the 
graft will determine the amount correction pro- 
duced. Undercorrection leaves residual collapse; 
overcorrection impairs the important “pinchcock” 
action the upper lateral cartilage. The exact dimen- 
sions the cartilage strut can determined 
testing the effect various sizes during the op- 
eration. 


Surgical Technique 


few drops per cent procaine hydrochloride 
solution are injected each nasal vestibule just 
below the cephalic border the lower lateral car- 
tilage. incision approximately one centimeter 
long made parallel and four five millimeters 
caudal the cephalic border. pocket created 
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Diagram PLACING THE CARTILAGE GRAFT 


Creating 
the pocket 
for insertion 


Sutures 
place 


The graft 
place 


between aponeurosis and skin with dissecting 
scissors (see Diagram 4). This pocket should not 
larger than necessary hold the strut. 


piece cartilage approximately eight ten 
millimeters wide and fifteen millimeters length 
placed into the pocket. The thickness the cartilage 
depends the amount “doorstop” action needed. 
this point the surgeon can see whether not the 
alar collapse has been corrected. necessary, the 


amount correction produced changed vary- 
ing the size the strut. When satisfactory effect 
obtained, the incision closed with one two 
fine silk sutures, Packing unnecessary. 

Since this procedure takes only few minutes, 
can readily combined with other operations. 
especially useful conjunction with operations 
the caudal end the septum. 

The cartilage needed for the implant may 
tained from the septum, although preserved cartilage 
also satisfactory. The cartilage may absorb 
but residual fibrosis preserves the “doorstop” effect. 

450 Sutter Street, San Francisco 
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Relationship Ovarian and Thyroid Function 


WILLIAM DIGNAM, M.D., BENNETT, M.D., and 
SINGH, M.D., Los Angeles 


NUMBER clinical observations have led the 
suggestion that there relationship between the 
function the ovary and that the thyroid gland. 
For example, the time puberty, when there 
pronounced change the function the ovary, the 
development goiter very common. Less severe 
enlargements the thyroid have been noted fre- 
quently during pregnancy when the level estrogen 
the blood thought quite high, even just 
before menstruation, again time when blood 
levels estrogen are thought elevated. 


function the thyroid gland are 
frequently reflected irregularities uterine bleed- 
ing. Many investigators feel that hypothyroidism 

These relationships bear many implications re- 
garding therapy, and many efforts have been made 
discover their exact nature. Some observers have 
suggested that the thyroid and ovary have direct 
effect upon each other. Some have suggested that 
the effect mediated through the pituitary. 

great many studies have been made the 
past but the results have been confusing. fact, 
some the results have been directly contradictory. 
For example, increase thyroid function has 


been demonstrated following the administration 


estrogens and also following castration. Salter,* 
who reviewed much the work, summarized the 
situation follows: “It must admitted that these 
reciprocal thyro-ovarian relationships are still 
complicated that precise summary them not 
easily possible. There seem three general types 
interrelationships occurring (1) peripheral 
sensitization the tissues thyroid hormones 
ovarian hormone; (2) effect the thyroid 
the pituitary ovarian axis and the converse; and (3) 
indirect effect upon other glands, such the 
indirect effects through the adrenal cortex which can 
affect sex activity.” 

has been suggested that estrogens have their 
effect the thyroid virtue “shotgun” effect 
upon the anterior pituitary, suppressing the release 
thyrotropic hormone well that gonado- 
tropins. Pursuing that theory Paschkis and co- 
studied rats the effect alpha estradiol 
benzoate, and also the effect spaying, the up- 
take radioactive iodine. They noted signifi- 

Presented before the Section on Obstetrics and Gynecology at the 
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ovarian function and thyroid function, three 
groups ten women each were studied means 
radioactive iodine uptake. the first group 
significant changes were noted during normal 
menstrual cycles. 

The second group, women who had dysfunc- 
tional uterine bleeding and were under treatment 
with diethylstilbestrol, most the patients had 
significant change the uptake radioactive 
iodine. Three patients did show small increase 
the uptake. fourth patient had very 
bizarre result with very great increase the 
uptake, but felt that some undetected error 
was involved.) 

The third group was made women with- 
out evident ovarian function. Under treatment 
with diethylstilbestrol one patient showed small 
increase iodine uptake. The other nine had 
significant change. 

convincing was found any 
change thyroid function measured the 
uptake radioactive iodine—either during nor- 
mal menstrual cycles following the administra- 
tion diethylstilbestrol dosages mg. daily 
for two three weeks. 


cant effect from either the hormone the operation. 

They pointed out that the production, release, 
and action the thyroid hormone complex 
chain events and that measurement one step 
does not mean that differences not exist other 
steps. They also pointed out that the length time 
administration estrogens most important 
since there good evidence that prolonged treat- 
ment with large doses estrogen, either natural 
synthetic, does suppress the pituitary-thyroid axis. 

Money and agreed that the effects 
estrogen administration thyroid activity de- 
pend large extent dosage since large doses 
definitely depress the thyroid and the basal meta- 
bolic rate whereas small doses for short periods 
time tend increase the metabolic rate and the 
weight the thyroid gland. They investigated the 
effect estrogens the radioactive iodine uptake 
the thyroid gland rats and noted that gamma 
estrone per day significantly increased the iodine 
collection but that estradiol benzoate did not, even 
though given doses high mg. per day. 

Wolterink and co-workers’ also found that the 
turnover rate iodine the rat thyroid depended 
dosage administered estrogen. Thus, one 
microgram per day for three days increased the out- 
put from the thyroid whereas and 100 microgram 
doses usually depressed iodine turnover. 
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TABLE 1.—Patients with dysfunctional uterine bleeding 


Iodine Uptake lodine Uptake 
Before Period of During 
Case Treatment Treatment Treatment 


Change 
(in Percent- 


No Age (Per Cent) (Days) (Per Cent) age Points) 
32.5 29.0 off 3.5 


*No adequate explanation can made for the bizarre which 
occurred in Case 9. 


Soliman and observed significantly 
greater uptake radioactive iodine rat thyroid 
during estrus than other times and suggested 
was due estrogen coming from the ovary. 


The effect exogenous estrogen serum pre- 
cipitable iodine was investigated Engstrom and 
Most the subjects were patients 
with metastatic cancer who received diethylstilbes- 
trol doses 100 mg. day. all instances 
the serum precipitable iodine rose. There was some 
leveling off the third fourth week. After the 
estrogens were stopped the serum precipitable iodine 
values returned gradually normal. least four 
weeks were required for the maximal decrease. 


The work herein reported upon consisted 
study the effect estrogens thyroid function 
human females. Recently one the authors® 
studied group ten normal women means 
radioactive iodine uptake and protein bound 
iodine values the blood determined during the 
preovulatory phase menstrual cycle and then 
repeated during the postovulatory phase the same 
cycle. the data showed significant differences 
between the two phases the menstrual cycle, was 
concluded that the changes secretion ovarian 
hormones which occur during the menstrual cycle 
are not associated with any change the function 
the thyroid gland demonstrable these tests. 


The present study was group women. 
The first ten were patients with irregular uterine 
bleeding. The age range was from years. 
Organic causes for the bleeding had been ruled out 
and was elected treat these patients with 
stilbestrol. All the patients received mg. per day. 
Before treatment was started, radioactive iodine 
uptake was determined. Then after the patient had 
been receiving diethylstilbestrol for two three 
weeks, the uptake was determined again. Before the 
second dose iodine was administered another 
radioactivity count was done order that any possi- 
ble residue from the first dose iodine might 
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TABLE 2.—Patients without ovarian function 


Iodine Uptake Iodine Uptake 


Before Period of During Change in 
Case Treatment Treatment Treatment Percentage 
No. Age (Per Cent) (Days) (Per Cent) Points 
24.1 22.0 off 2.1 
30.6 30.0 off 0.6 
21.2 17.8 off 3.4 
10. 15.4 28.0 12.6 


taken into account calculating uptake the second 
time. The results are shown Table 


The normal range for uptake determined the 
same laboratory per cent per cent, 
can seen that the ten patients were all euthyroid 
before treatment. The uptake for given patient 
may fluctuate much percentage points over 
period time; hence, changes less than 
points are not significant. Therefore can seen 
that for the majority the patients significant 
change was produced the diethylstilbestrol. 
cases and 10, however, the changes were pos- 
sibly significant. (Case not considered here, 
owing the questionable result.) The uptake 
these patients was raised 9.7, 12.5 and 8.5 percentage 
points, respectively. For all patients except one, 
whatever change occurred the uptake was in- 
crease. adequate explanation can made the 
bizarre result Case The patient was not clinically 
hyperthyroid the time the second uptake and 
believed there must have been error the 
determination, although none could discovered. 

order rule out, much possible, any con- 
tribution endogenous estrogens third group 
ten women was studied. The subjects were women 
without any evident ovarian function—postmeno- 
pausal women for the most part, but also including 
two younger castrated women. Specimens material 
from the vaginal walls were obtained before treat- 
ment and during treatment. They showed the ex- 
pected absence estrogenic effect before treatment 
but good effect during treatment. Each these 
patients also received 3.0 mg. diethylstilbestrol 
daily and iodine uptake studies were made the 
same manner the previous group patients. 
The results are shown Table 

The initial uptake for the second patient was 
bit below the usual normal limit this laboratory. 
The rest the patients were all the euthyroid 
range. Here again any changes noted the uptake 
were not significant magnitude except for patient 
whom the increase uptake was 12.6 per- 
centage points. The small changes uptake that did 
occur were highly variable. four the patients 
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some decrease the uptake was noted, and the 
remaining six some increase. 

Most the recent evidence indicates that when 
change thyroid function produced estro- 
gens the direction increase thyroid 
activity. The suggestion has been made that dosage 
very important factor—that large doses estro- 
gen will depress thyroid activity. However, Eng- 
strom and administered rather large 
doses estrogen for number weeks and noted 
uniform rise serum precipitable iodine. 

the patients studied the authors convinc- 
ing evidence was obtained change thyroid 
function either from the physiologic variations 
endogenous estrogen from the diethylstilbestrol 
administered these doses. few patients there 
was some suggestion increase thyroid activ- 
ity. will interesting note what changes are 
produced when higher doses stilbestrol are used 
and also what the effect other estrogens will be, 
since the suggestion has been made that different 
estrogens have different effects this sphere 
action. 


University California Los Angeles School Medicine, Los 
Angeles 24. 
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KEITH RUSSELL, M.D., Los Angeles 


The delineation functional relationships be- 
tween the thyroid and ovarian glands subject 
which has long defied precise scientific evaluation. 
Although there wealth clinical observations 
indicate the presence such relationships, ex- 
perimental investigation has commonly led results 
that are equivocal inconstant. For these reasons, 
the use thyroid therapy functional gynecologic 
and obstetrical disorders difficult debate since, 
Novak notes, “neither the proponents nor the op- 
ponents, much less the enthusiasts the skeptics, 
can support their beliefs—with any great amount 
scientific proof.” 

spite these difficulties, there appears 
accepted most clinicians the existence rather 
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direct thyroid-ovarian interactions, addition 
effects mediated through the pituitary. One cannot 
ignore the high incidence menstrual irregularities 
occurring with disorders the thyroid gland, 
whether associated with hyperfunction hypofunc- 
tion, and the subsequent return normal rhyth- 
micity the institution proper and adequate 
therapy. This has been well demonstrated from 
clinical standpoint Benson and Dailey their 
studies premenopausal women with demonstrable 
hyperthyroidism and posttherapy hypothyroidism. 

the reproductive field, the existence direct 
cause-and-effect relationship between thyroid dys- 
function and gestational pathophysiology has like- 
wise been difficult establish, spite clinical 
impressions supportive nature and the use 
empiric therapy with apparently beneficial results. 
Some progress has been made this respect through 
studies protein-bound blood iodine levels 
pregnancy. Our own reports have been accord 
with the original observations Heinemann, John- 
son and Man showing that the PBI (indicative 
circulating thyroid hormone) normally rises early 
pregnancy, and that persistently low levels are 
associated with increased incidence abortion. 
Studies now progress would indicate that when 
these lower levels respond thyroid therapy the 
pregnancy salvage rate significantly increased. 
Nor believe that thyroid therapy infertility 
may termed “myth,” even though experimental 
evidence for such relationships may not alto- 
gether conclusive. Means, after thirty years devoted 
studies the thyroid gland and related disorders, 
has termed “striking” the relief certain cases 
sterility and habitual abortion thyroid therapy. 

becoming apparent that one more endocrine 
component must added the complex that 
ovarian axis. This the adrenal cortex. The fre- 
quency with which ovulation can produced 
giving cortisone certain cases postpubertal 
adrenal cortical hyperplasia, and similar responses 
secondary sex characteristics cortisone admin- 
istration infantile and juvenile adrenal hyper- 
plasia emphasize the intimate role this gland plays 
the integrated sexual endocrine pattern. Future 
studies must take this gland into account when 
assessing generative functions. 

All these complexities, then, add the problem 
facing the investigator who wishes demonstrate 
specific gland interactions. For those whose 
beliefs are that close functional thyroid-ovarian 
relationships exist, Dr. Dignam’s report has offered 
some support, tenuous though may be. His find- 
ing that slight moderate rise iodine uptake 
was produced diethylstilbestrol accord with 
the investigations Engstrom. feeling that 
further technical refinements radioactive iodine 
studies and the determination protein-bound 
blood iodine, together with improved methods 
FSH and estimation, will give added valuable 
information this complex field the relationship 
between thyroid and ovarian function. 
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ADEQUATE IMMUNITY FACTORS bear important rela- 
tionship the drug therapy uri- 
nary tract infections, for they can synergistic with 
drugs relief disease. 

Host resistance (immunity) infection two 
main types—acquired and natural. Acquired immu- 
nity follows external influence and due presence 
antibodies. Natural immunity inherent indi- 
vidually variable constitutional property man and 
animals. 

The importance the host’s resistance immu- 
nity infection has received scant attention 
urologists recent years, owing the immediate 
dramatic responses chemotherapeutic agents and 
antibiotics many cases. Now the need for attention 
improvement patient’s immunity becoming 
more important for several reasons: The increasing 
number drug-resistant bacteria, toxic effects 
antibiotics, the large numbers superinfections, 
and allergic sensitivity drugs. 

1938 demonstrated the ineffectiveness 
chemotherapy without the presence adequate 
numbers antibodies. experiments that 
reported, vaccinated mice treated with sulfapyridine 
survived otherwise lethal streptococcic peritonitis. 
high opsonic index was noted animals receiving 
such combined treatment whereas control animals, 
either vaccinated treated with sulfapyridine alone, 
all died and had minimal phagocytosis strepto- 
cocci the peritoneal exudate. 


Hence the author made study method 
treatment combining drug therapy with measures 
enhance immunity cases drug-resistant urinary 
tract infection. Patients who previously had been 
treated with all appropriate drugs and combinations, 
without effect, were considered for “combined ther- 
which consisted (1) stimulating immunity 
with autogenous vaccines, stock vaccines gamma 
globulin for “priming” host resistance, followed 
(2) drug therapy with sulfonamides, adminis- 
tration antibiotics orally parenterally, and 
urethral instillations neomycin, bacitracin 
polymyxin combinations these. 


Presented before the Section Urology the 84th Annual Session 
of the California Medical Association, San Francisco, May 1-4, 1955. 
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Resistant Urinary Tract Infections 


Combined Autogenous Vaccine and Drug Therapy’ 


JULIUS WINER, M.D., Beverly Hills 


The “miracle” antibiotics and sulfa drugs have 
been found unsatisfactory treating certain 
severe resistant urinary tract infections appar- 
ently due lack immunity factor the 
patient. series patients with resistant 
urinary tract infection who were treated with 
autogenous vaccine and then with sulfa drugs, 
were completely cured. 


The present report will deal with results obtained 
cases which combined autogenous vaccine 
and sulfonamide therapy was used. Autogenous vac- 
cine was made with from one three kinds organ- 
isms found the urinary tract the patient. 

Autogenous vaccine, 0.1 cc. weekly, was given 
intradermally cases and subcutaneously 
cases. Sulfadiazine and triple sulfa combinations 
were used most cases. Sulfisomidine, sulfisoxazole 
were also used. Since 
the series was small attempt was made corre- 
late the results with the various sulfonamides used. 

the patients, were bacteriologically and 
clinically cured and had persistent pyuria (Table 


Three the were finally able, however, 


undergo corrective operation with resultant cure 
pyuria; and was interest those cases that the 
postoperative course was extremely smooth spite 
operation field definitely infected anti- 
organisms. was conjectured that 
the vaccine might have had some influence. 

Methenamine mandelate had effect either be- 
fore after the vaccine was given any the 
patients. Nitrofurantoin N.N.R. was given some 
the patients after the therapy described gave 
benefit, but had effect. 


which presented 1952 before the Western Sec- 
tion the American Urological Association, dis- 
cussed related subject, just the time when the 
earlier patients the present series were being 
treated. Redewill described unique method pro- 
ducing more specific gamma globulin using 
donors previously vaccinated against resistant bac- 
teria common urinary tract infections. note 
this regard that one patient the present series 
with long-standing infection the urinary tract, 
who had been treated unsuccessfully with combined 
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TABLE 1.—Results therapy resistant urinary tract 
with autogenous vaccine and sulfa drugs 


Total 
Disease Number Cure Failures 
Prostatitis, urethritis, with urethral 


(Postparathyroid-adenectomy, calculi, 

case) (Postoperative Staghorn calculi, 
case) (Severe Friedlander’s 
bacilluria, case) 


Empyema and calculus stump ureter 
Multiple urethral 
Stricture after radical perineal 
Persistent postprostatectomy pyuria (all 


autogenous vaccine and sulfa drugs, brought two 
large ampules gamma globulin the author with 
the request that they given him. had been 
exposed poliomyelitis, explained, and the 
ampules gamma globulin had been given him 
the health department. The patient was receiving 
sulfonamides for pyuria the time. The gamma 
globulin was injected and week later the urine was 
free pathogenic organisms for the first time two 
years. seems probable that the antibodies nat- 
ural immune factors present the gamma globulin 
were responsible for the cure. Whether the sulfona- 
mide action was enhanced synergism matter 
conjecture. 


DISCUSSION 


Synergism between specific antibodies and sulfon- 
amides has been suggested other reports. Cokkinis 
and suggested that sulfonamides treat- 
ing gonorrhea were most effective patients who 
had had the disease long enough acquire some 
immunity. Some observers believe the mode sul- 
fonamide action render the organisms more 
susceptible the host’s antibodies Until 
more known regarding the bacteriostatic action 
antibodies, sulfonamides and antibiotics, this 
mechanism cannot conclusively interpreted. 

The future may bring combined 
vaccines will long-acting after single 
injection. Further studies gamma globulin and 
properdin may make specific injectables available. 

Urologically, the immune factor may valuable, 
with the evidence pointing lack excretion 
antibiotics the prostate gland 

9915 Santa Monica Boulevard, Beverly Hills. 
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Carcinoma the Ovary 


Eight-year Survival After Operation 
for Carcinoma with Ascites 
Three and Half Duration 


CHERNEY, M.D., San Francisco 


TUMOR LEADS the diagnosis suspicion its 
existence because bleeds, because can seen 
felt, because interferes with the function 
the organ which arises. 

Carcinoma the ovary often reaches inoper- 
able stage without becoming manifest any these 
ways, and for this reason one the most 
treacherous malignant tumors. Except for the re- 
sumption menstruation woman past meno- 
pause when granulosa cell tumor develops, symp- 
toms are frequently absent altogether, they may 
consist merely vague abdominal discomfort and 
malaise until the patient notices enlargement 
the abdomen. 

This abdominal enlargement often due ascites 
rather than the size the cyst, and there con- 
siderable likelihood secondary peritoneal car- 
cinomatous implants. For this reason, carcinoma 
the ovary often considered among the less 
favorable malignant tumors from the standpoint 
prognosis. The case here reported demonstrates that 
such pessimism may unwarranted, and that more 
attention should paid the extent stage the 
tumor. 


should also borne mind that not only 
tumors questionable malignancy but even cyst- 
adenomas and fibromas are capable producing 
ascites. The presence ascites does not itself 
entail serious prognosis unless carcinoma cells 
are observed fluid obtained simple tap, 
happened the present case. felt that ascites 
associated with cystadenocarcinoma decreases the 
chances cure even when such cells can 
demonstrated. 


Table composite data operative cura- 
bility carcinoma the ovary available from the 
literature the last two decades. All consideration 
benefits from x-ray therapy has been purposely 
omitted. The five-year survival rates cases 
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cystadenocarcinoma ranged from per cent 
per cent, averaging per cent. the case 
pseudomucinous carcinoma, the statistical chances 
cure are somewhat better. 


stressed here, however, the per cent 
five-year survival among patients with tumors 
limited one both ovaries, compared with 
per cent among those whom tumors had spread 
beyond the original focus. This difference empha- 
sizes the prognostic importance considering the 
stage extent the tumor—a factor which not 
generally taken into consideration the same de- 
gree ovarian cancer when dealing with car- 
cinoma other organs. 


REPORT CASE 


woman years age was told 1940 that 
she had right ovarian cyst, but operation was not 
recommended. that time, symptoms consisted 
fatigue and discomfort the lower abdomen when 
jarred, might happen stepping off curb. 

Enlargement the abdomen was first noted 
the fall 1943. the spring 1944, the abdomen 
was tapped for the first time, and clumps malig- 
nant cells were observed the sediment. pelvic 
examination was done, but lesion was discovered. 
The primary focus being unknown, treatment was 
limited general supportive measures and periodic 
tapping the abdomen. With the progressively 
more rapid formation fluid, the patient had 
give her job. Finally, 1946, she was admitted 
the hospital the Laguna Honda Home 
incurable. 

Several months after the patient was hospitalized, 
however, house officer, observing that her general 
condition was not deteriorating, became dubious 
about the hopeless diagnosis with which she had 
been admitted. order verify the extent the 
peritoneal carcinomatosis, peritoneoscopic examina- 
tion was carried out, and 20,000 cc. fluid was 
aspirated. this examination, cauliflower mass 
was seen arising the pelvis. The upper abdomen 
was not visualized because numerous postchole- 
cystectomy adhesions, but the peritoneal surfaces 
the lower abdomen were free implants. speci- 
men was taken for biopsy, and confirmed the 
diagnosis carcinoma. 
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TABLE 1.—Data from the literature five-year cure rates ovarian cancers various classifications 


Tumor Limited to Tumor Not Limited Serous Pseudomucinous 

One or Both Ovaries to Ovaries Cystadenocarcinoma Cystadenocarcinoma 

5-Year Cures 5-Year Cures 5-Year Cures 5-Year Cures 5-Year Cures 

Total Per Total Per Total Per Total Per Total Per 

Authors Cases No. Cent Cases No. Cent Cases No. Cent Cases No. Cent Cases No. Cent 


147 Not indicated Not indicated Not indicated Not indicated 


January 27, 1947, laparotomy was done that the stage extent the tumor should 


total hysterectomy with bilateral salpingoophorec- evaluated before considering any case 
tomy was performed. Thus, the operation was car- cancer the ovary inoperable. 

ried out three and one-half years after the onset 490 Post Street, San Francisco 

ascites. The tumor was limited both ovaries. The 

ovaries were cystic, with superimposed cauliflower REFERENCES 

masses, measuring cm. one side and cm. 

the other. Allan, S., and Hertig, T.: Carcinoma the 


ovary, Am. Obst. and Gynec., 58:640-653, 1949. 


was further reaccumulation the ascitic fluid. Benson, C., Sherman, Jr., and Lucia, 
The factors influencing prognosis the treatment papil- 


More than eight years have now elapsed since lary cystadenocarcinoma the ovary, West. Surg., 61:387- 
the operation, and there has been evidence 1953. 
currence the tumor. may interest note Kimbrough, A.: discussion Lynch, W.: 
that two years ago primary cancer the breast clinical review 110 cases ovarian carcinoma, Am. 
developed, for which radical mastectomy was per- Obst. and Gyn., 32:773-774, 
formed. Meigs, V.: Cancer the ovary, Surg., Gynec. and 
Obst., 71:44-53, 1940. 

Munnell, W., and Taylor, C., Jr.: Ovarian car- 


cinoma, Am. Obst. and Gynec., 58:943-959, 1949. 
case presented who has Pemberton, A.: Carcinoma the ovary, Am. Obst. 


survived more than eight years following surgical Gynec., 40:751-763, 1940 

removal ovarian carcinoma diagnosed three Taylor, V.: Factors influencing 
and one-half years earlier incurable, This, to- the end-results carcinoma the ovary, Surg., Gynec. and 
gether with survival data from the literature, sug- Obst., 1942. 


The patient made uneventful recovery. There 
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Guide for Fees 


NEARLY ALL the confusion and many the economic 
injustices resulting from poorly designed fee sched- 
ules can now ended. The way this most desirable 
goal has been cleared the C.M.A. Council’s official 
adoption standards for fee schedule nomenclature 
and relative values. These standards are contained 
Relative Value Fee Study report just made the 
Committee Fees the Commission 
Medical Services. The report will found page 
211 this issue CALIFORNIA MEDICINE. 


its study the committee had intention 
setting anyone’s fees anyone’s schedule fees. 
The relative value study sense fee schedule. 
sets forth relations existing between fees 
fornia. Listing fees dollars, sets fees. 


The need for such standards has long existed. 
Without common nomenclature, has been next 
impossible evaluate and compare fee schedules 
one with another. Without listing correct rela- 
tive values fees, health insurance schedules have 
inevitably paid too much for some procedures and 
not enough for others. Neither individual nor group 
purchasers indemnity insurance have had under- 
standable guides the determination the ade- 
quacy their coverage—guides which layman, 
examining insurance policy, can determine which 
long list wholly unfamiliar medical and sur- 
gical benefits can expected pay greater 
lesser part the physician’s fee. Physicians have 
found necessary examine each fee each new 
fee schedule issued insurance company 
order determine its degree acceptability 
them. The profession has demonstrated fault every 
fee schedule yet produced, even the schedules 
designed C.M.A. committees for California Phy- 
sicians’ Service. the absence standards, con- 
fusion, disappointment with health insurance, and 
economic injustice for physician, for insured patient 
for the insurance company have been the rule. 
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The medical profession, and not insurance com- 
panies others, should set standards for fee sched- 
ules. observed Francis Cox, M.D., chairman 
the committee that has struggled with this assign- 
ment since August, 1952, “It the exclusive right 
and the exclusive duty physicians set and 
interpret 


The nomenclature adopted standard followed 
pattern developed Blue Shield-Blue Cross na- 
tionally. The standards for relative values fees 
were established survey the membership the 
California Medical Association. 


Now that standards nomenclature and relative 
values have been officially adopted the profession 
California, hope for and urge their early use 
everyone concerned with setting fee schedules 
and health insurance indemnities, everyone who 
buys, sells administers health insurance who 
controls other private and public plans and mechan- 
isms through which money paid for the services 
doctors medicine. 

widespread conformance these fee schedule 
standards does follow C.M.A.’s action, here are some 
the principal advantages that can expected: 

Anyone who familiar with one fee schedule 
could glance evaluate another. looking 
only one fee each the four sections the sched- 
ule—medicine, surgery, radiology, pathology—one 
would know immediately how high low the entire 
schedule had been set, for each fee related all 
others the schedule. would longer have 
look every procedure, examine its definition, 
evaluate each payment allowed. 

Prospective purchasers indemnity health in- 
surance could quickly compare benefits one policy 
with those another and could estimate approxi- 
mately what part percentage medical and sur- 
gical costs his community would paid the 
insurance benefits offered. For example, knew 
that the going fee his area for appendectomy 
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$200 and the proposed insurance pays $150 for that 
procedure, could expect pay around one-third 
more than his insurance benefit for any other surgi- 
procedure. would not find himself with 
schedule benefits that bear little relationship 
ohysicians’ charges, often does today. 

Once the better insurance companies adopt 
standards for their indemnity schedules, pur- 
health insurance will learn stop buying 
plans that tend mislead displaying large cash 
for procedures that are rarely performed, 
but allow small benefits for procedures frequently 
performed. could even hope see legend such 
the following printed above indemnity schedules 
insurance policies: “Prepared accordance with 
nomenclature and relative value standards the 
California Medical Association.” 


C.P.S. fee schedules can revised reflect 
the relationship between fees which exists practice 
throughout the state. The relative values reported 
the Committee Fees are based upon the fees 
charged their practices the forty-seven hundred 
California physicians who responded the commit- 
tee’s survey. 


There are other valuable applications the rela- 
tive value study. physician coming into new 
community will now need determine the fees 
charged local physicians for only few procedures 
order set his own complete schedule fees, 
using the relative value study guide. County 
society public service committees can use the C.M.A. 
study determine the reasonableness fee about 
which patient has complained, relating other 
fees charged the community. Many physicians 
will reexamine their own fees for some procedures 
terms relative values established the state- 
wide study. The study can also used demon- 
strate inequities fee schedules now used certain 
government agencies, with request for revisions. 


* * * 


The Committee Fees had many good reasons 
for expressing relative value standards for fee sched- 
ules units rather than dollars. Here are four: 
The level fees varies throughout the state 
under the influence many factors. But analysis 
the survey results reveals that the relationship 
between fees for most procedures remains almost the 
same, even widely separated geographical areas. 
Expressed dollars, these relationships would have 
been misleading and incorrect for many areas. 
Expressed units, they are accurate and useful. 

Health insurance California today requires 
fee schedules and indemnity schedules many dif- 
ferent dollar levels. needs different fee sched- 
ules for different income ceiling plans. Many groups 
want buy indemnity insurance that pays benefits 
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approximating the usual fees charged physicians. 
Others want adequate protection low premium 
and will accept element co-insurance. This 
achieved health insurance setting the indemnity 
schedule dollar level that lower than the fees 
the insured knows will have pay his physician. 
The relative value study, expressed units, may 
used guide setting any and all these sched- 
ules with widely varying dollar levels but retaining 
constant relationship between fees that everyone 
patients and insurance companies— 
can tell glance just how much higher lower 
each schedule is. 

value schedule will require change 
keep abreast the changes medicine. New 
procedures are introduced. Others become obsolete. 
New methods doing the same procedure increase 
decrease the amount time skill required, with 
resulting change the compensation the physician 
should receive for the service. Changing fee sched- 
ule expressed dollars difficult and often requires 
years work and negotiation. The relative value 
study, expressed units, can readily changed 
the results new surveys from time time, which 
are recommended the Committee Fees. Thus 
the standards can changed reflect new facts 
medical practice. Changes the dollar schedules can 
follow one one. 


The Commission Medical Services wanted 
avoid any implication that setting the level 
anyone’s fee fee schedule. The relative value study 
sense fee schedule. reveals relations 
existing between fees California. Listing fees 
dollars, sets fees. 


The relative value study significant contribu- 
tion health insurance and all who are concerned 
with it—physicians, insurance companies, C.P.S. and 
most the people California. believe Dr. Cox 
and his committee will soon realize their hope “that 
will make good, adequate insurance, which allows 
free choice physicians, easier produce, buy, sell 
and administer that will used eliminate 
some the obvious inequities all fee lists.” 


Salk Vaccine, 1956 


LIGHT REPORTS that the incidence polio- 
myelitis was less children who were injected with 
the Salk vaccine last spring, physicians and the gen- 
eral public are keenly interested the further use 
the vaccine that now being made available, even 
though wary result the dangers found 
associated with some the vaccine produced last 
year methods that were officially approved 
that time. 


these circumstances, physicians are course 
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concerned with the problem what advice give 
parents who must decide whether have child 
injected with the Salk vaccine. 

Even though there has been late great out- 
pouring information the subject from the Na- 
tional Foundation for Infantile Paralysis, seemed 
prudent get the advice the most experienced 
physicians the field poliomyelitis California. 

this end the C.M.A. Executive Committee, with 
the Council’s approval, appointed committee 


experts study the present status the Salk vac- 
cine. The committee’s report appears page 215 
this issue. supplied help each physician 
determine what advice will give use the 
vaccine. 

This action was line with the stand taken last 
May the Council the California Medical Asso- 
ciation its statement the need for careful dis- 
semination and appraisal data newly intro- 
duced medical procedures any kind. 
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Report the Committee Fees the 
Commission Medical Services 
The Results Relative Value Study 


Editor’s Note: The relative value report here- 
referred was adopted the Council 
the California Medical Association February 
12, 1956. The extensive detailed lists unit 
values for all the various medical procedures 
are not yet ready for widespread distribution. 
They are being prepared and expected 
they will available about May 


the Council the California Medical 
Association: 


Assignment and Techniques 


Since August 1952, the California Medical Asso- 
ciation has repeatedly expressed the need for study 
and information the relative money-value 
one medical service another. For instance, 
appendectomy worth “x” dollars, how much 
added would constitute reasonable fee for 
hysterectomy? the best our knowledge, 
definitive study this problem has ever been made. 
March 10, 1953, the Commission Medical 
Services the California Medical Association ap- 
pointed subcommittee Principles Fee Sched- 
ules* order develop this information, the pur- 
pose which was bring order out several 
varieties chaos: 


The chaos many county medical society fee 
studies, two which contained similar pro- 
cedures, similar nomenclature, and which were, 
therefore, not useful from statewide point view. 


*Changed Committee Fees 1955. Members: Hollan- 
der, San Diego; Donald C. Harrington, Stockton; Henry Dean Hoskins, 
Oakland; Leon O. Desimone, Los Angeles; James Graeser, Oakland; 
DeWitt K. Burnham, San Francisco; Orville W. Cole, Long Beach; 
Francis J. Cox (chairman), San Francisco. 


VOL. 84, NO. 


MARCH 1956 


MEDICAL ASSOCIATION 


FEES—Relationship Values 


The chaos some private insurance company 
fee schedules, which express rational relationship 
between fees. 


Such information will also assist continuing 
the improvement C.P.S. fee schedules. 

order save money and effort, the committee 
first tried develop statewide fee relationship 
from the mass information available other fee 
studies. Because the variations techniques, 
nomenclature, and numbers and types procedures, 
were forced abandon this technique and 
make our own survey, using the standard nomencla- 
ture the Blue Cross-Blue Shield Actuarial and 
Statistical Manual. 


After developing survey questionnaire, 
started with pilot survey Orange and Sacra- 
mento counties, order make our mistakes 
small, but representative scale. reported what 
learned, and were given $15,000 with which 
conduct statewide survey. 


Forty-seven hundred California 
sponded this survey, and the information obtained 
from their responses was transcribed IBM cards. 
established statistician, recognized for his work 
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medical economic research, came California 
consult with and after careful examination, 
assured that our information and sample were 
adequate and worthy statewide application. 
With the assistance the consulting actuary firm 
Coates, Herfurth and England, tested this 
assurance with statistically valid number pro- 
cedures which the aggregate accounted for from 
per cent per cent all payments phy- 
sicians. These procedures were run through the IBM 
machines again, first, the basis each individual 
county, and second, the basis division 
counties into ten geographical groups. very high 
correlation developed from these tests when 
compared the median fees charged each county 
and each geographical group with the median fee 
charged statewide. applied other more detailed 


tests, and because the close correlation achieved, 


felt that development relative value schedule 
for the state whole was statistically justified. 


Most the procedures listed the study orig- 
inated the survey, which was prepared with 
view eliminating obsolete procedures and adding 
new and recent procedures. Your committee feels 
that the study now reflects with accuracy the actuali- 
ties the practice medicine California today. 
The additions were recommended your committee 
physicians representing each field medical prac- 
tice, together with the relative value they suggested 
should assigned each procedure added. When 
more than one specialty made differing recommen- 
dations the relative value procedure, the 
committee named figure after consideration all 


arguments. 


have been confronted with the proposition 
that should make two relative value studies, one 
for general practitioners and the other for specialists. 
forestall this proposition, may say that this 
has been discussed your committee, which con- 
siders such proposal unworkable and not keep- 
ing with the assignment this committee. There are 
number reasons for this which became clear 
upon consideration. 


forestall any doubts should say also that 
this study has nothing with recommending 
setting anyone’s fees. Nor are the results this 
survey permanent. When necessary make 
changes revise relative values, C.P.S. and 
insurance carriers may informed such neces- 
sity, and this committee the logical study group 
which should evaluate and expedite such changes. 


Our relative value study divided into four separate 
sections: (1) Medicine, (2) Surgery, (3) Radiology 
and (4) Pathology. These sections should consid- 
ered and used separately. Relative values one sec- 
tion should not related relative values another. 
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hope that this study will used insurance 
companies setting their indemnities, that C.P.S. 
will use setting its payments, and that in- 
sured groups will use measure the sensible- 
ness the coverage for which they pay their pre- 
miums. hope that will make good, adequate 
medical coverage, which allows free choice phy- 
sicians, easier produce, buy, sell and administer. 
hope that will used eliminate some the 
obvious inequities all fee lists, and that will 
establish the exclusive right and the exclusive duty 
medicine set and interpret its fees and the 
methods which physicians will paid. hope 
will help adequately protect the insured patient 
and fairly compensate the physician. 


Mechanics the Study 


The result our statewide survey physicians’ 
fees was list median and modal fees for each pro- 
cedure, expressed dollars. But this was not our 
assignment. Our assignment was discover and 
report the relationship relative value that one pro- 
cedure bears another, not the dollars charged. 

illustrate, let consider the fees for two sur- 
gical procedures—an appendectomy and ocular 
muscle transplant. Looking the median and modal 
dollar figures our survey list, found that the 
fee for ocular muscle transplant was exactly twice 
that for appendectomy. Then, relative value 
scale, appendectomy one unit, ocular 
muscle transplant two units; appendectomy 
units, ocular muscle transplant units. 

were not commissioned report that the 
modal median fee for appendectomy Cali- 
fornia $125, $150 $200, that the fee for 
ocular muscle transplant $250, $300 $400. 
were directed determine the relationship these 
and other procedures each other. 

Thus, hypothetical community, $150 the 
usual fee for appendectomy, $300 should then 
fair fee for ocular muscle transplant. an- 
other area, where the usual fee for appendectomy 
$200, could expect $400 the usual fee for 
ocular muscle transplant. insurance com- 
pany’s schedule allows $125 for appendectomy, 
should reasonably allow $250 toward ocular 
muscle transplant the proper relative values, 
determined our study, are applied and the 
indemnity for ocular muscle transplant bear 
the same relation the indemnity for appendec- 
tomy usual fees California. 

Not wanting express these relationships dol- 
lars but unit values, multiplied all the 
dollar figures resulting from our survey 
arbitrarily chosen “conversion factor.” 

Multiplying all dollar figures the same “con- 
version factor” conserved the relationship, but elim- 


CALIFORNIA MEDICINE 


| 
4 
q 
q 
q 


inated the dollar figures from our relative value 
study. The result was unit value rather than 
dollar value for each procedure. 


illustrate, suppose our arbitrarily chosen con- 
version factor were .25 (which was not). And 
suppose the median and modal fee for hospital visit 
California were $4.00 (which not). mul- 
tiply $4.00 .25 which equals 1.0, the relative unit 
value hospital visit. Multiplying each dollar 
figure the schedule .25, come with 
relative value list (as shown Table 1). 

What good such list relative values? How 
you use it? How can you convert these relative 
values back dollars? 


Suppose you want adjust your individual fees 
order correlate them the relative fees 
charged majority California physicians. If, 
for example, you normally charge $200 for appen- 
dectomy (3261), which has relative value 
35.0, how much should your fee for Cesarean 
section (4801) which has relative 50.0? 
Use this formula: $200 “x” 50. 
Express like this: Multiply $200 
50, which $10,000. Divide and your 
answer $285.71—or the dollar value Cesarean 
section. 


you can establish your own conversion factor. 
Using our example, $200 for appendectomy 
approximately 571 per cent 35, its relative value. 
Take 571 per cent the relative value each pro- 
cedure and you will have fee schedule with correct 
relative values based upon $200 for appendec- 
tomy. You will arrive schedule (see Table 2). 

Relating medical fees one another: your fee 
for follow-up office visit $4.00, your conversion 
factor would 400 per cent ($4.00 divided 
equals 4.0 400 per cent). Then your own medical 
relative value schedule, based upon $4.00 office 
call, would (see example, Table 3). 

you laboratory work, and want test the 
relationship your fees one another against the 
relative value scale, select common procedure, such 
complete blood count (8628). If, for example, 
you charge $5.00 for this procedure, which has 
relative value 1.0 the pathology relative value 
scale, your factor 500 per cent. (For hypothetical 
examples, see Table 4.) 

Other purposes the relative value study are 
assist insurance companies setting their indemnity 
schedules and assist the purchaser insurance 
testing the benefits buying. 

Here how one may use the relative value study 
test insurance company indemnity schedule: 

typical schedule starts with $150 for appen- 
dectomy. The relative value for appendectomy 
35; $150 divided gives conversion factor 
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TABLE 1 
Relative 
Procedure Value 
o. Procedure in Units 


001 Office visit (first call—routine history and 


necessary examination) 


025 Home visit (11 p.m. a.m.) 2.5 

004 Home visit—each additional member, same 

006 Follow-up office 1.0 


021 Follow-up home visit 
005 Mileage—per mile, one way, beyond radius 
TABLE 2 
Your Fee 
Procedure Relative Conversion (Nearest 
Neo. Procedure Value Factor Even $) 
3261 Appendectomy 571% $200.00 
4801 Classic Cesarean 571% 285.00 
4318 Prostatectomy retropubic 571% 400.00 
TABLE 3 
Your 
Procedure Relative Conversion 
No. Procedure Value Factor Fee 
001 Office visit (first call—routine 
history and necessary ex- 
amination) 400% $8.00 
025 Home visit 400% 10.00 
004 Home visit additional 
006 Follow-up office 400% 4.00 
027 Consultation requiring com- 
plete examination, office, 
(etcetera) 
TABLE 4 
Procedure Relative Your 
No. Procedure Value Factor Fee 
8628 Complete blood count 500% $5.00 
8636 Bone marrow, examination 
8658 Coagulation time (Lea 
8930 Urine chemical 


(etcetera) 


428 per cent. Now let’s test some the other items 
schedule, using $150 for appendectomy 
the base (see Table 5). 

must reiterate that the relative value study 
actually four separate studies within the fields 
Medicine, Surgery, Radiology and Pathology. 

the surgical values were established with 
medical fee for base, small adjustment the 
medical fee would produce enormous change the 
surgical fee (for example, see Table 6). 
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TABLE 


On Basis of 


Insurance Relative Values if 
Company Relative Appendectomy Is $150, 
Procedure — Indemnity Value Factor Indemnity Should Be 
Amputation finger 125 428% 53.50 
Simple 428% 128.40 
Total hysterectomy 428% 256.80 


Procedure 
No. Procedure 


Fee Required 


TABLE 


TABLE the injustice across-the-board changes fee schedules 


Relative 
Value Fee Fee Fee Fee 


3.00 4.00 
300.00 400.00 


5.00 
500.00 


6.00 
600.00 


Net to Decrease Fee Net to Decrease in 


Schedule Overhead Physician 20 Per Cent Physician Net to Physician 
$25.00 50% $12.50 $20.00 $7.50 40% 
25.00 25% 18.75 20.00 13.75 26% 


Each change $1.00 the follow-up office visit 
produces $100.00 change the surgical fee—if 
the medical procedure used the base deter- 
mine the surgical fee. 


There are many other reasons for not relating fees 
one section those another. One them the 
problem varying overhead, expense for equip- 
ment, materials, personnel and the like. If, for exam- 

_ple, the C.P.S. $4,200 income ceiling schedule were 
exactly per cent lower than the $6,000 schedule, 
across-the-board, great injustice would done 
those physicians who procedures which result 
larger overhead (for example, see Table 7). 


Each dollar taken off gross fee comes out the 
physician’s net. those procedures where the cost 
providing the service high, smaller reductions can 
tolerated. uniform fee reduction that might 
leave some profit for the surgeon may make im- 
possible for the medical man, radiologist patholo- 
gist exist. 

For these and other good reasons, recommend 
that the values established each section this 
study related only within each its four sections, 
and never between sections. 


Recommendations the Committee Fees 
Commission Medical Services 


The Committee Fees recommends that the four 
schedules relative values, relating medical serv- 
ices, surgical services, pathology and radiology 
accepted this time and that this study relative 
values furnished the county medical societies, 
and other interested groups persons that 
they may utilize this study evaluate the various 
existing fee schedules use their respective areas 
interest. 

The committee further recommends that any new 
schedules fees any changes existing sched- 
ules arranged conform exactly the 
format presented this study. 

The committee also strongly urges that the same 
coding system utilized that uniform coding 
system and uniform terminology can developed 
for all existing schedules California. 

The committee further recommends that this 
continuing study and that periodic intervals 
critically analyzed and necessary adjustments made. 


Chairman, Committee Fees 
February 11, 1956. 
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Report Use Salk Vaccine 


Prepared special committee appointed the 
Council consider the present status Salk vaccine 


May 1955, the Council the California Medical Association issued note 
expressing anxiety over the Salk vaccine and disapproval the manner which 
had been introduced. The committee report herein presented was requested the Coun- 
cil formulate statement policy for the current use poliomyelitis vaccine. 
Your committee unanimously subscribed the following: 


The vaccine employed the spring 1955 proved have dangers which made 
unsatisfactory for further use. These dangers were later shown implicit the 
methods manufacture and testing then recommended. 


Methods production and safety testing have been repeatedly revised and 
virus vaccine—absolute safety being almost unattainable. 


Experience with vaccine used the spring and summer 1955, whatever its 
relative safety, provides evidence immunity response determined serologic 
studies and decrease paralytic disease epidemic situations. This encourages the 
belief that vaccine this nature may prove effective. 


Final evaluation the protective effect the vaccine now available must 
await the accumulation sufficient evidence indicate increased safety has been 
accompanied unimpaired antigenicity. 

hoped that additional experience and surveillance will define the limita- 
tions protection induced. Only thus may determined the virtue vaccines this 
nature, the duration immunity, the necessity recall injections and finally point 
the way toward better vaccines with improved antigenicity and unequivocal safety. 


The committee recommends approval the further use physicians and 
health agencies the present vaccine licensed and released under current standards. 


M.D. 

ALBERT Bower, M.D. 

M.D. 
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Executive Committee Minutes 


Tentative Draft: Minutes the 255th Meeting the 
Executive Committee the California Medical 
Association, Bohemian Club, San Francisco, Jan- 
uary 24, 1956. 


The meeting was called order Chairman 
Heron 7:00 p.m., Tuesday, January 24, 1956, 
the Directors’ Room, Bohemian Club, San Francisco. 


Roll Call: 


Present were President Shipman, Council Chair- 
man Lum, Executive Committee Chairman Heron, 
Secretary Daniels and Editor Wilbur. 

quorum present and acting. 

Present invitation were Doctors John Upton 
and DeWitt Burnham and Messrs. John Hunton 
and Howard Hassard. 


Fresno Blood Banking Situation: 


Discussion was held the present blood banking 
situation Fresno, where the nonprofit blood bank 
sponsored the Fresno County Medical Society and 
financed the California Medical Association 
operating loss and competing proprietary bank 
continuing serve about two-thirds the blood 
needs the area. 

motion duly made and seconded, was voted 
ask the members the Executive Committee, to- 
gether with the District Councilor the area, 
meet with officials the Fresno County Medical So- 
ciety, determine whether not the members 
the area wish support the society-sponsored blood 


bank. 
Polio Vaccine: 


Doctor Wilbur reported that the start new 
poliomyelitis season would bring renewed demand 
for factual information the vaccine available for 
inoculations. suggested that committee five 
experts this field appointed, produce state- 
ment which could published the journal for the 
information all members. motion duly made 
and seconded, this suggestion was approved. 


Committee Rural and Community Health: 


motion duly made and seconded, was voted 
approve the attendance Doctor Robb Smith, 
chairman the Committee Rural and Commu- 
nity Health, the Rural Health Conference planned 
the Council Rural Health the American 
Medical Association held Portland, Oregon, 
March 10. 


European Tour: 


Mr. Hunton reported that two airlines were pre- 
paring conducted tours European countries, in- 


Proposed Constitutional 
Amendment 


(Second Publication) 


The following proposal was introduced 
the 1955 Annual Session the California 
Medical Association. acted upon 
the 1956 session: 


WHEREAS, new corporation has been estab- 
lished called PHYSICIANS’ BENEVOLENCE 
FUND, INC., administer the duties under 
Section Article the Constitution the 
California Medical Association; now, therefore, 

Resolved: That Section Article the 
Constitution which now reads: 


least $1.00 out the annual dues paid 
each active member the Association 
shall allocated the Physicians’ Bene- 
volence Fund and shall only used for the 
purposes set forth the 

hereby amended read follows: 


“At least $1.00 out the annual dues 
paid each active member the Association 
shall allocated the Physicians’ Bene- 
volence Fund, Inc., corporation, and shall 
used for the purposes set forth that 
corporation’s Articles and 


cluding Russia, which they wished offer 
members the Association. asked the 
mentary tours, available the rate one tour for 
each twenty sold, might used science writers 
who might write stories European medical care, 
others. was agreed secure details the 
proposed tours and discuss the subject further 
the next Council meeting. 


Central Office Arrangements: 


Mr. Hunton reported that for several years the 
office routine had called for only skeleton staff 
Saturdays, principally for the purpose taking in- 
coming telephone calls, and that there 
tically telephone business these days. was 
agreed that regular Saturday assignments might 
dispensed with, provided standby telephone service 
were provided assist any members who might 
calling. 

Adjournment: 


There being further business come before it, 
the meeting was adjourned 10:00 p.m. 


Ivan Heron, M.D., Chairman 
ALBERT M.D., Secretary 
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Professional Witness— 
Medicine Witchery 


EDMUND D. LEONARD, Aftorney-at-Law, San Francisco 


WELL TIMES consider simple, ordinary, 
everyday virtues, the existence which all take 
for granted but whose absence sometimes ignore 
things truth, integrity, dignity and self- 
respect. And well also the effect 
that ignoring them may work upon us. Physicians 
group are endowed with touch immortality. 
They usher newborn life and soften the grip 
death. They are privileged during their lives 
practice the art healing and the pursuit this 
art are accorded privileges and accept obligations 
not shared other men. the extent that any 
them squanders these privileges and abuses these 
obligations, not only abases himself but does in- 
jury worthy members the medical profession. 

axiomatic that only trained physicians can 
properly evaluate the causes, effects and cures 
injury disease. Frequently, detailed, discrimi- 
nating and exact technical knowledge required 
for determining whether physical mental ill 
effect fact attributable the cause which 
ascribed litigation. Deciding whether impaired 
function real assumed, physiological psychic, 
may require keen and experienced judgment. Train- 
ing, research, experience and careful work form the 
bases any expressed medical opinion. the ex- 
tent that any these foundations are imperfect 
incomplete, the validity medical opinion suffers. 

The great majority physicians the best 
their inherent abilities, training and opportunity 
know the facts, give their professional opinions 
litigated cases best they can the basis the 
facts presented them. The great majority attor- 
neys regard them most highly. 

can have doubt that there are severe trau- 
matic injuries which produce substantial disabilities, 
both objective and subjective nature. Where the 


Address before the convention Western Association Railway 
Surgeons at Las Vegas, Nevada, September 24, 1955. 
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facts and the law place responsibility recompense 
compensate for these disabilities, determination 
liability requires medical opinion the highest 
order, that just measure monetary recovery 
assured. such cases the attending the con- 
sulting physician has undoubted obligation 
testify fully all matters pertinent sound and 
therefore fair medical opinion. 

must admitted that there are undoubtedly 
some physicians who customarily 
testify for whose medical 
opinions are biased favor “protecting” the 
defendant. They are few, however, and their serv- 
ices are not sought; for defendants generally are 
those with money and good reputation which they 
cannot afford jeopardize inviting the fleeting 
help venal opinion. 

recent years, though, have observed great 
outcropping sporadic medical brilliance among 
rather considerable group run-of-the-mill prac- 
titioners. Their articulate protestations knowledge 
are usually sharp contrast their personal pro- 
fessional accomplishments. Their sudden ascension 
positions intellectual eminence has been accom- 
panied the great emphasis placed evidence— 
court before commissions boards hearing 
claims—which will visually and graphically demon- 
strate the nature and severity injury, the heroic 
and difficult measures required attempting 
effect cure, and the dire and disastrous effects 
which persist thereafter for life—this evidence all 
accompanied the refrain pain, pain, pain! 
These individuals participate medical Mickey 
Spillanes being put every trial day before many 
and varied tribunals. They exist the maxim that 
injuries which are subject monetary reward are 
incurable. 

Despite all advances medicine the last half 
century, functional disabilities for which monetary 
rewards are sought have assumed the proportions 
plague. These are the decibel disabilities, where 
the volume complaint registered recording 
device scaled dollars. The original virus this 
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plague functional disabilities appeared over half 
century ago the multitudinous suits against the 
railroads, which, everyone knew, could well afford 
pay. Shortly, though, this virus was transferred 
new medium—the mass ownership automo- 
biles. This medium was then enriched the added 
factor practically universal automobile insurance, 
and with this the virus has become most virulent. 
The plague now attacks any enterprise activity 
which injuries occur, the epidemiologic suscepti- 
bility being direct proportion the possibility 
monetary recovery. 

The plague borne two medico-legal Typhoid 
Marys. First, course, there customarily attor- 
ney with percentage fee contract. His monetary 
recovery direct proportion his client’s failure 
recover medically. alone cannot, however, 
spread the virus this plague. may only culture 
it. needs medical Trilby sing his songs 
disaster and torturing pain. Specifically, these 
medical Trilbys that believe worthy your atten- 
tion and consideration. You should not only collec- 
tively but individually something about them. 

Where physician time after time case after 
case regardless the nature and severity injury 
speaks ominously delayed deferred disaster, 
unbearable and unmitigated pain, dire complica- 
tions and heartrending disability, you have un- 
questioned carrier the plague. Only too often 
content play Trilby for want wit set the 
score and tempo performance his own—a 
sort Monday-morning tremblechin quarterback, 
yelling, “Wasn’t awful.” may some local 
ball fire who has singed many people 
the outs and feels that might well right 
and blowtorch everyone. 

Such witnesses are all experts what has well 
been called the monetary syndrome, although has 
special overtones and variations usually evident 
case where the attorney; may there 
known the syndrome. Basically involves 
pain, headache, vertigo, nystagmus, 
blurred vision, disturbed sleep, mal-alignment 
fractured bones, discogenic phenomena, abnormal 
electroencephalograms and, more recently, abnormal 
electromyograms. The recitation most often ac- 
companied vivid and timely illustrations. The 
whole production gives more than nostalgic re- 
minder the act medicine man and his accou- 
trements. The desired effect too often the same— 
sway ignorance through fear. 

Whatever their professional, moral psychic 
abnormalities, all these medical mimes have one 
thing common: They perform only for money. 
good many them set rate commensurate with 
assured repeated booking; others take small de- 
posit and collect the balance only there recov- 
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ery—monetary recovery, that is—while some few, 
more needy more venturesome, operate com- 
pletely speculation along with the attorney. 

Basically their task prove the inadequacies 
medicine, research, standards, practice, 
treatment and accomplishment. Would they get 
anywhere their endeavors doing otherwise? Their 
continued “professional” life and livelihood depend 
portraying medicine medieval torture process 
breaking human beings its rack callousness 
and ignorance. First having “proved” the extreme 
severity the initial injuries, they “establish” the 
prolonged suffering that those injuries cause, which 
seems strange the day modern medication and 
analgesics. Wrenching pains surgical procedures 
and their excruciating after-effects are next vividly 
and graphically portrayed, although the usual patient 
doesn’t know whether had abdominal incision 
lumbar sympathectomy. After this, vociferous 
and “convincing” explanation and assurances 
present and to-be-expected future pain are offered. 
Finally there the dismal end fadeout total disa- 
bility and unemployability—just another piece 
wreckage and agony from the mill medicine. 

These Trilbys have truly become modern witch 
doctors. They burn their fires and spread their incan- 
tations with fervor and zeal that almost belie the 
prime monetary motivating force their protesta- 
tions. They spread the plague the incurable nature 
traumatic injuries where monetary complications 
set in. The most obvious direct effect this 
automobile insurance, where the insurance cost often 
exceeds the total all other operating costs. Many 
activities are similarly blighted. But there are impor- 
tant secondary effects this plague the medical 
profession. These flitting medical Trilbys live 
imputing incompetence wholly worthy practition- 
ers medicine. They are doing their utmost, prob- 
ably unknowingly, put the mind the general 
public impression that ineptitude and unrelia- 
bility are commonplace the medical profession. 
They give aid and comfort the healers who decry 
the medical profession. them, more than any 
other apparent phenomenon, can ascribed the 
ever-increasing rash malpractice actions, which 
have grown such proportions that the modern 
physician feels often did the healer the court 
the despotic monarch who demanded, “Heal 
lose all your worldly goods.” 

Truly, these medical Trilbys are witch doctors, 
but unlike the witch doctors old who sought 
assure the recovery those whom fear they 
ministered, these fellows seek convince everyone 
that patients haven’t, won’t and can’t recover—medi- 
cally speaking. How well they are succeeding can 
fairly well gauged the increase malpractice 
insurance rates. 
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Dr. Cary Kinney was born Wisconsin 
September 1884, and died from injuries received 
traffic accident February 1956. re- 
ceived his Bachelor Science degree from the 
University Chicago 1905 and his Doctor 
Medicine degree from the University Pennsyl- 
vania 1908. interned the German Hospital 
Philadelphia, Pennsylvania, from 1909 1911, 
and had surgical residency under John Deaver. 

1911, Dr. Kinney came California and joined 
the staff the Moore-White-Moore Clinic Los 
Angeles radiologist. that time, was also 
instructor radiology the University Southern 
California. Four years later, 1915, Dr. Kinney 
replaced Dr. Austin the only radiologist 
San Diego County and began his practice 
Fourth and Elm streets San Diego. During the 
first World War, served with the United States 
Navy and was retired with the rank commander. 
1924, Dr. Kinney began association with Dr. 
Addison Elliott which lasted for ten years until Dr. 
Elliott’s death 1934. Until his semi-retirement, 
was associated with Dr. Olds, Dr. 
Niehaus, Dr. Irwin, Dr. Moore and Dr. 
Sayles. Before his death, was engaged 
diagnostic x-ray work Palomar Hospital and the 
Graybill Clinic Escondido. 

Among Dr. Kinney’s many activities were his 
presidency the San Diego County Medical Society 


Avery, WALTER Died Fresno, January 1956, 
aged 69, heart disease. Graduate St. Louis University 
School Medicine, Missouri, 1916. Licensed California 
1919. Doctor Avery was member the Fresno County 
Medical Society, life member the California Medical 
Association, and associate member the American Med- 
ical Association. 


(F. Died Los Angeles, Jan- 
uary 11, 1956, aged 88. Graduate the University Michi- 
gan Medical School, Ann Arbor, 1894. Licensed California 
1915. Doctor Berge was retired member the Los An- 
geles County Medical Association, the California Medical 
Association, and associate member the American Med- 
ical Association. 

Rene. Died San Francisco, February 14, 1956, 
aged 73, carcinoma the stomach. Graduate the 
University California Medical School, Berkeley-San Fran- 
cisco, Licensed California 1904. Doctor Bine was 
retired member the San Francisco Medical Society, the 
California Medical Association, and associate member 
the American Medical Association. 
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1920, presidency the California Medical Asso- 
ciation ten years later, and long service the Coun- 
cil the Association. initiated formation the 
California Cancer Commission 1931, under juris- 
diction the California Medical Association, and 
was member the Commission from 1944 1948. 
During this time was also director the Ameri- 
can Cancer Society and played important part 
establishing that organization’s California Divi- 
sion. June 16, 1954, the society presented him 
with plaque for his years faithful service. 

Dr. Kinney was charter member the American 
Board Radiology, formed about 1930, life mem- 
ber the American College Physicians, Fellow 
the American College Radiology, member 
the American Roentgen Ray Society and its president 
1944, and member the Radiological Society 
North America. 

indefatigable worker, accomplished great 
deal his own field radiology, well for- 
warding the progress cancer research. Perhaps 
paragraph from letter written Mr. Allen 
Kolb, executive vice-president the California Divi- 
sion, American Cancer Society, best expresses the 
feeling all those who knew Dr. Kinney: still 
shocked, know you must too, Dr. Kinney’s 
death. was one the greatest human beings 
ever knew, and sure none will ever forget 


him.” Rees, M.D. 


Harrison. Died San Luis Obispo, January 
1956, aged 49, arteriosclerotic heart disease with acute 
coronary insufficiency. Graduate the University Kansas 
School Medicine, Lawrence-Kansas City, 1934. Licensed 
California 1941. Doctor Eilers was member the 
San Luis Obispo County Medical Society. 


Jones, Died Berkeley, January 18, 1956, 
aged 37, chronic glomerulonephritis. Graduate McGill 
University, Faculty Medicine, Montreal, Canada, 1943. 
Licensed California 1950. Dr. Jones was member 
the Alameda-Contra Costa Medical Association. 


Died Santa Cruz, January 17, 1956, 
aged 67, heart disease. Graduate St. Louis University 
School Medicine, Missouri, 1941. Licensed California 
1942, Doctor Kelley was member the Santa Cruz 
County Medical Society. 


Kinc, Died North Hollywood, January 15, 
1956, aged 67. Graduate the University Cincinnati Col- 
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lege Medicine, Ohio, 1912. Licensed California 1945. 
Doctor King was member the Los Angeles County Med- 
ical Association. 


Kinney, Cary. Died Del Mar, February 1956, 
aged 72, from injuries received when struck auto- 
mobile. Graduate the University Pennsylvania School 
Medicine, Philadelphia, 1908. Licensed California 
1911. Doctor Kinney was member the San Diego County 
Medical Society. 


LEHMANN, WERNER. Died Coronado, January 20, 1956, 
aged 42. Graduate Friedrich-Wilhelms-Universitat Med- 
izinische Berlin, Prussia, Germany, 1937. Licensed 
California Doctor Lehmann was member 
the San Diego County Medical Society. 


Mary Jones. Died September 1955, aged 76, 
intestinal cancer. Graduate Woman’s Medical College 
Pennsylvania, Philadelphia, 1905. Licensed California 
1912. Doctor Mentzer was retired member the San 
Francisco Medical Society, the California Medical Associa- 
tion, and associate member the American Medical 
Association. 


ALBERT Died January 15, 1956, aged 
81. Graduate Jefferson Medical College Philadelphia, 
Pennsylvania, 1901. Licensed California Doctor 


Peterson was retired member the Los Angeles County 
Medical Association, the California Medical Association, and 
associate member the American Medical Association. 


Ross, ALMON Died Los Angeles, January 16, 
1956, aged 74. Graduate Cooper Medical College, San 
Francisco, 1907. Licensed California 1907. Doctor Ross 
was member the Los Angeles County Medical Associa- 
tion. 


Sartori, Henry Died San Francisco, February 
1956, aged 85. Graduate Cooper Medical College, San 
Francisco, 1893. Licensed California 1894. Doctor Sar- 
tori was retired member the San Francisco Medical So- 
ciety, the California Medical Association, and associate 
member the American Medical Association. 


Died Los Angeles, January 
28, 1956, aged 53, heart disease. Graduate Ohio State 
University College Medicine, Columbus, 1928. Licensed 
California 1929. Doctor Wallach was member the Los 
Angeles County Medical Association. 


Died Los Angeles, January 17, 
1956, aged 48. Graduate St. Louis University School 
Medicine, Missouri, 1937. Licensed California 1939. 
Doctor Walshe was member the Los Angeles County 
Medical Association. 
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Our Work the Blood Banks 


The miracle having life-saving whole blood 
and plasma readily available for medical use has 
become commonplace that few stop think 
about all that lies behind it. This miracle did not 
just “happen” like those the story books, came 
about because the vision and hard work many 
dedicated men and women. 


Members the California Medical Association 
have been responsible perhaps more than any other 
single group for this miracle; they have pioneered 
and contributed greatly the field community 
blood Other groups have joined the effort, 
too—and not the least among these has been your 
Woman’s Auxiliary, many whose members have 
done much bring about and maintain the present 
excellent system C.M.A.-sponsored blood banks 
California. 


From Small Beginnings 


The first nonprofit, medically sponsored, community blood 
bank the United States opened its doors the basement 
the old Irwin mansion San Francisco June 1941. 
was conceived of, sponsored and operated members 
the San Francisco Medical Society. Its original volunteer 
program was sponsored and set into motion the San 
Francisco Woman’s Auxiliary. that time, blood was sup- 
plied about 200 donors month and was used local 
civilian hospitals well British ships and bases. 

With the coming World War II, the Blood Bank made 
its products available the military, and the importance 
its existence took new and great significance. The num- 
ber donors jumped over 700 week. many volun- 
teers were needed the staff that the San Francisco 
Woman’s Auxiliary could longer handle the job alone 
and other community groups came help out. 

During World War there was further development 
blood banks throughout California, which resulted 
their phenomenal use and growth. Hundreds thousands 
units blood were processed for the military. During 
this period, your State Auxiliary added blood bank activities 
its formal roster projects, and members all over the 
state gave their time and effort. 


Peacetime Volunteer Activities 


The coming peace saw the change-over blood 
banks from military exclusively civilian function. 
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However; during the Korean War many banks par- 
ticipated the Defense Blood Program and the bank 
San Francisco alone accounted for 169,632 units 
whole blood little less than three years. Vol- 
unteer work was needed accordingly, and many 
Auxiliary members participated. 

How the present network C.M.A.-sponsored 
blood banks operates throughout California—and 
reciprocates with other out-of-state blood banks all 
over the country—need not described here. 
should pointed out, however, that ten the twelve 
utilize volunteers, and the low cost per unit blood 
due good measure the services these 
volunteers. 

present, there longer formal program 
blood bank activities the State Auxiliary, but 
county auxiliaries all over the state stress the im- 
portance blood bank work their members. Hun- 
dreds physicians’ wives are serving their local 
community blood banks. noteworthy that sev- 
eral Auxiliary members who were original volun- 
the first blood bank San Francisco are 
still giving loyal service there. 


How Volunteers Help 


There are several different types volunteer work which 
Auxiliary members may do. They may act couriers, trans- 
porting the blood car from the blood bank local 
hospitals depots for shipment elsewhere. They may 
staff the canteen, providing refreshments for donors and 
other workers. They may assist the nurses “prepping” 
the donors and the actual taking blood. They may help 
with preparation sterile dressings, etc., they may staff 
the appointment desk and other clerical duties. 

.All this work vital the smooth and efficient func- 
tioning blood bank, and carries real responsibility. 
Volunteers must know their jobs, and this end they receive 
careful instructions and training. 


Working local blood banks one other aspect 
your Auxiliary’s total effort serve well the 
community. But blood bank volunteers feel that this 
work holds special reward: provides one the 
closest ways working first-hand with the medical 
profession the great task saving human lives. 


221 


NSF 
SS 


CALIFORNIA MEDICAL ASSOCIATION 


announces the 


ANNUAL 


AMBASSADOR HOTEL, LOS ANGELES 
APRIL 29—MAY 1956 


Registration daily, a.m. p.m. Registration Fee 
See Program Following Page 228, This Issue 


Banquet the President 


APRIL 30, 1956 


House Delegates 


will meet 


SUNDAY, APRIL 29, and WEDNESDAY, MAY 1956 
The Ambassador Hotel 


Members should bring membership cards for identification. 
Non-member physicians will registered upon proper identification. 


Nurses, technicians, medical students and office assistants will regis- 
tered upon identification from employing physicians, medical schools, 
etc. 


Pharmacist mates and other military personnel like grade will 
admitted upon presentation letter requesting their admittance, 
written their commanding officer. 


Dentists (D.D.S.), doctors veterinary medicine (D.V.M.), dietitians 


and allied public health personnel will registered upon proper iden- 
tification. 


DAYS SCIENTIFIC MEETINGS TECHNICAL EXHIBITS 
SCIENTIFIC EXHIBITS MEDICAL MOTION PICTURES 
TELEVISION 
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NEWS NOTES 


NATIONAL STATE COUNTY 


FRESNO 


The Valley Children’s Hospital and Guidance Clinic 
will hold its second Annual Spring Clinics Fresno, April 
and 28. The registration fee $15 for the two-day ses- 
sion. The guest speakers will Dr. Horace Hodes 
New York and Dr. Edward Neuhauser Boston. 


LOS ANGELES 


number medical organizations have scheduled scien- 
tific social meetings held immediately before con- 
currently with the annual meeting the California Medical 
Association which held Los Angeles, April 
May 


SATURDAY, APRIL 


American College Chest Physicians (California 
Chapter) 
Scientific sessions, a.m. p.m. Luncheon noon. 
Ambassador Hotel. 


Western Industrial Medical Association 
Scientific sessions, 8:15 a.m. p.m. West Venetian 
Room, Ambassador Hotel. Physicians, nurses, manage- 
ment, legal profession and others interested are invited. 


SUNDAY, APRIL 29 


California Society Allergy 
Reception and dinner, p.m., Beverly Hilton Hotel, Beverly 
Hills. Reservations must made before April Con- 
tact Dr. Elizabeth Sirmay, 133 South Lasky Drive, Bev- 
erly Hills. (See also, luncheon, April 30.) 


California Society Orthopedic Surgeons 
Luncheon, Dolphin Court, 12:15 p.m. 


California Society Pathologists 
Dinner, Colonial Room, Ambassador Hotel, p.m. For 
reservations contact Ernest Simard, M.D., secretary- 
treasurer, 708 Cass Street, Monterey. 


MONDAY, APRIL 30 


California Alumni-Medical Faculty 
Luncheon, Lido Patio, Ambassador Hotel, 12:15 p.m. 


California Society Allergy 
Luncheon, Regency Room, Ambassador Hotel, 12:15 p.m. 
TUESDAY, MAY 


California Chapter, American Academy Pediatrics 
Dinner, West Venetian Room, p.m. 


* * 


Dr. Wilbur Bailey, Los Angeles, the 
presidency the American College Radiology the re- 
cent annual meeting the organization Chicago. suc- 
ceeds Dr. Warren Furey, and his presidency follows 
year chairman the College’s Board Chancellors. 
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Appointment Dr. Edward Stainbrook Syracuse, 
Y., professor and head the department Psychiatry 
the University Southern California School Medicine, 
effective July was announced recently Fred Fagg, 
Jr., president the university. Dr. Stainbrook present 
professor and chairman the department psychiatry 
the College Medicine the State University New York 


Syracuse. 


The Medical Library Association will hold its 55th an- 
nual meeting June the Hotel Statler Los 
Angeles. Further information can obtained from Mrs. Ella 
Crandall, librarian, Los Angeles County General Hospital, 
1200 North State Street, Los Angeles 33. 


SAN FRANCISCO 


Dr. Lot Howard, Jr., San Francisco was installed 
president the American Society for Surgery the 
Hand the annual meeting Chicago, January 27, 
and Dr. Edward Flynn Boston was elected president- 
elect. Dr. Joseph Boyes, Los Angeles, was elected 
member the council. 


The San Francisco Academy General Practice will 
sponsor Postgraduate Course Medicine the Vet- 
erans Administration Hospital, Fort Miley, beginning April 
and each Tuesday evening thereafter, from p.m., 
for period six weeks. 


Forrest Willett, M.D., chief medicine the Fort 
Miley Hospital and associate professor medicine, Stanford 
University School Medicine, will moderator. 

All physicians, residents and interns are Attend- 
ance will give units category for all members the 
Academy General Practice. 


* 


Dr. Charles Smith, dean the School Public 
Health the University California, and Dr. Karl 
Meyer, director emeritus the Hooper Foundation 
Medical Center San Francisco, recently were appointed 
the National Advisory Allergy and Infectious Disease Council 
Surgeon General Leonard Scheele. The twelve-man 
council will advise the new National Institute Allergy and 
Infectious Diseases, which formerly was the National Micro- 
biological Institute. Research grants will awarded the 
advice the council. 

* * 


Dr. Herman Hilleboe, commissioner the New York 
State Department Health, will keynote speaker the 
annual meeting the California Tuberculosis and Health 
Association held San Francisco April the 
association announced. The three-day meeting the 
Sheraton-Palace expected draw some 800 delegates from 
the medical and nursing professions welfare, rehabilitation 
and allied official agencies and volunteer groups, the asso- 
ciation’s announcement said. 


GENERAL 


The 22nd annual meeting the American College 
Chest Physicians will held the Hotel Sherman, Chi- 
cago, Illinois, June 10. Examinations for Fellowship 
the College will held Thursday, June 

Copies the program may obtained writing the 
executive offices, American College Chest Physicians, 112 
East Chestnut Street, Chicago 11, 
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The Intermountain Pediatric Society will hold its an- 
nual convention Sun Valley, Idaho, June Guest 
speakers will include: Drs. Douglas Buchanan, Chicago; 
Amos Christie, Nashville; William Hewitt, Los An- 
geles; Horace Hodes, New York City, and Edith Pot- 
ter, Chicago. The meeting open all physicians. 


* * % 


The annual meeting the Aero Medical Association 
will held the Drake Hotel, Chicago, April 16, 
and 18, All members the profession are cordially invited 
attend any all these sessions. 


* 


For the first time, the Cine Club Cannes, France, 
organizing International Amateur Film Festival especially 
for mm. medical and surgical films. will held 
from May May 25, 1956, according recent announce- 
ment the motion picture division the Photographic 
awards awaits the participants. entered, films should 
sent prepaid to: Comite d’Organisation Festival Inter- 
national Film Medico-Chirurgical d’Enseignement 
Prevention Sanitaire, Palais des Festivals, Croisette, 
Cannes, France. They should reach Cannes before 
May 12, 1956. 


Further details and entry blanks may obtained from: 
Ernst Wildi, 335 First Street, Palisades Park, 


* * * 


Medical Student Research Fellowships, available 
medical schools throughout the United States and Canada, 
are now being offered for the current year Lederle Lab- 
oratories Division, American Cyanamid Company. The Fel- 
lowships, not exceeding $600 for any one individual, are 
intended relieve some the financial burden students 
who desire devote their summer vacations basic re- 
search the preclinical medical sciences. 


Selection students receive the award will made 
the dean the medical school his selection committee. 
Students who apply must good scholastic standing and 
have the consent the faculty member under whose super- 
vision their research conducted. Such research may 
carried another medical school—if arrangements 
are satisfactory faculty authorities both schools. 


* * 


The Schering Award encourage medical research and 
the communication knowledge has begun its eleventh an- 
nual program for medical students the United States and 
Canada. 

Students are invited participate selecting one three 
suggested subjects and submitting papers the Schering 
Award Committee, Bloomfield, Both $500 first prize 
and $250 second prize are offered for each the three sub- 
jects. 

The three subjects for 1956, announced Szmal, 
M.D., chairman the Schering Award Committee, are: (1) 
The Clinical Use Adrenocortical Steroids Collagen 
Diseases; (2) Metabolic Aspects the Aging Process; (3) 
New Applications Antihistamines Medicine and Sur- 
gery. 

Literature and entry forms are being distributed medical 
schools, according the official announcement. 
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POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN the dates postgraduate education 
assemblies and the meetings various medical organ- 
izations California supplied the Committee 
Postgraduate Activities the California Medical Asso- 
ciation. order that they may listed here, please 
send communications relating your future medical 
surgical programs to: Mrs. Margaret Griffith, Assist- 
ant Director, Postgraduate Activities, California Medical 
Association, 417 South Hill Street, Los Angeles 13. 


UNIVERSITY CALIFORNIA LOS ANGELES 
Los Angeles: 


Surgical Anatomy Abdomen, Thorax and Pelvis. April 24- 
May 29. Fifteen hours. Fee: $125.00. 

Surgery Trauma. March 29-30.* 

Dermatology, 1956. June 22-23.* 

Laboratory Technician Symposium. June 23-24.* 


Contact: Thomas Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY CALIFORNIA, SAN FRANCISCO 

Bedside Cardiology, March 23. Limited Enrollment. 
Fee: $100.00. 

Clinical Electrocardiography, March 23. Fee: $50.00. 

Conference Pain, March 22. Nine hours. Fee: $15.00. 

Ophthalmological Conference Glaucoma. March 22-23. 
Twelve hours. Fee: $50.00. 

Symposium Proctology, April Seven hours. Fee: 
$20.00. 

Office Urology, April Seven hours. Fee: $20.00. 

Plastic Surgery, May 18.* 

Peripheral Vascular Surgery, May 19.* 

Contact: Seymour Farber, M.D., Head, Postgraduate 
Instruction, Office Medical Extension, University 


California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


UNIVERSITY SOUTHERN CALIFORNIA, 
LOS ANGELES 

Surgical Planing. April 26, 27, 28. Twelve hours. Fee: 
$35.00. 

Anesthesia. Full time for three months. Opening every 
three months. Fee: $300.00. 

Cardiac Resuscitation. Sponsored the Los Angeles 
County Heart Association each Wednesday throughout 
the year, p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 

Contact: Phil Manning M.D., Director Medical Ex- 
tension Education, University Southern California 
School Medicine, 2025 Zonal Avenue, Los Angeles 33. 
CApital 5-1511. 


COLLEGE MEDICAL EVANGELISTS 


Anesthesiology. Daily, full-time, four months, beginning 
each four months. Fee: $300. 


Gynecology, Wednesdays, March May 23. Ten hours. 
Fee: $30.00. 


* Fees to be announced. 
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Operative Surgery, Wednesdays, March June 
Thirty hours: Fee: $200.00. 


Thoracic Surgery, Wednesdays, April May Eight 
hours. Fee: $30.00. 


Diseases and Injuries Bones and Joints, Daily, July 
July 31. Full time. Fee: $100.00. 

Contact: Chairman, Section Graduate and Postgradu- 
ate Medicine, College Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. ANgelus 9-9131, Ext. 205. 


STANFORD UNIVERSITY 


Monday Morning Clinical Conferences, Room 515. 
Contact: Pischel, M.D., Professor, Division 
Ophthalmology, Stanford University School Medicine. 


Postgraduate Conference Otorhinolaryngology, March 
30. Fee: $100.00. 


Postgraduate Conference Ophthalmology, March 
23. Fee: $100.00. 


Postgraduate Conference Practical Pediatric Dermatol- 
ogy. March 23-24. Fee: $50.00. 

Contact: Office the Dean, Stanford University School 
Medicine, 2398 Sacramento Street, San Francisco 15. 
WEst 1-8000. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE INSTITUTES 


Coast association with University 
California School Medicine, San Francisco, April 
and Veterans Memorial Auditorium, Santa Rosa. 


San VALLEY association with the 
University California School Medicine, Los An- 
geles, May and 11, Hacienda, Fresno. 


SACRAMENTO VALLEY association with Stan- 
ford University School Medicine, June 20, 21, 22, 
Cal-Neva Lodge, Lake Tahoe. 

Contact: Broaddus, M.D., Director Postgraduate 
Activities, P.O. Box Carmel, California, Mrs. 
Margaret Griffith, Assistant Director, Postgraduate 
Activities, California Medical Association, 417 So. Hill 
St., Los Angeles 13. 


POSTGRADUATE CIRCUIT COURSES 


Coast 
Eureka—Mondays, April 16, 23, May 14, 21. 
Ukiah—Tuesdays, April 17, 24, May 15, 22. 
Woodland—Wednesdays, April 18, 25, May 16, 23. 
Napa—Thursdays, April 19, 26, May 17, 24. 


SACRAMENTO VALLEY 
Dunsmuir—Mondays, April 16, 23, May 14, 21. 
Chico—Tuesdays, April 17, 24, May 15, 22. 
Marysville—Wednesdays, April 18, 25, May 16, 23. 
Auburn—Thursdays, April 19, 26, May 17, 24. 


Medical Dates Bulletin 
MARCH MEETINGS 


scientific and dinner meeting each fourth 
Friday, 6:30 p.m., Alexander Hamilton Hotel, San Fran- 
cisco. For all physicians interested Chest Diseases. 


Contact: Von Allmen, secretary-treasurer. 
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Cancer California Medical Association, Can- 


cer Conference for Kern County Medical Society. March 
20, 3:00 p.m., 


MepicaL ALUMNI CoMMITTEE CHILDREN’s 
San Francisco, March 17.* Morning: Dermatology. 
Afternoon: Nutritional problems peculiar modern 
pediatrics. 


spring meeting, March 
20-21, Statler Hotel, Los Angeles. 


Contact: Wendell Redfern, M.D., 125 East Glenoaks 
Blvd., Glendale Harry Ryan, M.D., 149 North 
Molino, Pasadena 


Contra Costa County Heart Postgraduate 
Series, March 26, April April Contra Costa County 
Hospital, Alhambra St., Martinez. Fee: $3.50 per 


single’ lecture. 


Contact: Mrs. Loyse Casebolt, executive director, Contra 
Costa County Heart Association, 2363 Mt. Diablo Blvd., 
Walnut Creek. 


Lone Heart Class Home Organiza- 
tion and Management (for Cardiacs). Continuously 
semesters. West Adult Education Center, cosponsored 
Long Beach Board Education. 


Contact: Leslie Raymond, executive director. 


Cancer California Medical Association, Can- 
cer Conference for Marin County Medical Society, 
March 22, 7:00 p.m., Meadow Club, Fairfax.t 


SouTHERN CALIFORNIA AND THE NoRTHERN CALI- 
FORNIA CHAPTER THE UNITED STATES SECTION THE 
INTERNATIONAL COLLEGE Regional Meeting, 
St. Claire Hotel, San Jose, March 22, 23. 


Contact: Carmelo Celestre, M.D., secretary, Northern 
California Chapter, 1686 Union St., San Francisco 23, 
Ross Parks, secretary, Southern California Division, 
1930 Wilshire Blvd., Los Angeles 57. 


APRIL MEETINGS 


Cancer California Medical Association, Can- 
cer Conference for Orange County Medical Society, April 
Santa Ana.* 


TUBERCULOSIS AND HEALTH Cali- 
fornia Trudeau Society and California Sanatorium Asso- 
ciation Annual Meeting, Sheraton-Palace Hotel, San 

Contact: Daggett, director, Public Relations, Cali- 
fornia Tuberculosis and Health Association, 130 Hayes 
Street, San Francisco 


Cancer California Medical Association, Can- 
cer Conference for Fresno County Medical Society. 
April 10, 7:00 p.m., Sunnyside Country Club, 


Cancer California Medical Association, Can- 
cer Conference for Ventura County Medical Society, 
Colonial Inn, Oxnard, April 


Cancer California Medical Association, Can- 
cer Conference for Napa County Medical Society, April 
11, 


*For registration information, contact: Gertrude Jones, 
M.D., Children’s Hospital, San Francisco. 


Walter Batchelder, M.D., Medical Director, 
Cancer Commission, 467 O’Farrell Street, San Francisco. 
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Sr. Mary’s Clinical Day, April 12. Morning and 
afternoon panels and Annual Memorial Dinner St. 
Mary’s Hospital. Guest speaker, William Boyd, M.D., 
professor the History Medicine, University 
Toronto. Open the medical profession. 

Contact: Frank Solomon, Jr., M.D., 2107 Van Ness 

Ave., San Francisco 


Hematology, April 12, 13, City Hope Medical Center, 
Duarte, under direction Howard Bierman, M.D. Fee: 
$15.00 per day $25.00 for the two days. 

Contact: Leo Rigler, director, Division Postgraduate 
Medical Education, City Hope Medical Center, 
Duarte. 


Unitep States-Mexico HEALTH 
TION, 14th annual meeting, Calexico (California) and 
Mexicali (Baja California), April 16. 

Contact: Sidney Clark, M.D., secretary, 204 Court 
House, Paso, Texas, Donald Davy, M.D., as- 
sistant chief, Division Local Health Service, 2151 
Berkeley Way, Berkeley 


San Francisco, April 14.* Behavior Problems and Child- 
hood Psychiatry. 


AMERICAN COLLEGE 37TH ANNUAL SEs- 
Los Angeles, April 16-20. 

Contact: George Griffith, M.D., General Chairman, Box 
25, 1200 State St., Los Angeles 33. 


Cancer Commission, California Medical Association Can- 
cer Conference for San Luis Obispo County Medical 
Society, April 21, 6:30 p.m. Dinner, San Luis 


April and 28, a.m., Roosevelt High School Audi- 
torium, Fresno. Fee: $15.00. 


ASSOCIATION annual meet- 
ing, all day, April 28, Ambassador Hotel, Los Angeles. 

Contact: Edward Zaik, M.D., secretary, 740 South Olive 
Street, Los Angeles 14. 

Mepicat Association Celebration. 
Scientific sessions, historical pageant 100 years 
medicine Hawaii, festivities, etc., Honolulu, 
April 29. 

Contact: Hawaii Medical Association, 510 Beretania 
Street, Honolulu 13, Hawaii. 


ANNUAL MEETING, cele- 
brating 100th Anniversary, Ambassador Hotel, Los An- 
geles, April May 

Contact: John Hunton, Executive Secretary, 450 Sutter 
St., San Francisco Clancy, Director Public 
Relations, 417 Hill St., Los Angeles 13. 


SECTION, AMERICAN UROLOGICAL ASSOCIATION, 
April May Sheraton-Palace Hotel, San Fran- 
cisco. 

Contact: James Ownby, Jr., M.D., 516 Sutter St., San 
Francisco. 


MAY MEETINGS 


Meeting, May 1:00 p.m., Grove Lounge, Ambassador 
Hotel, Los Angeles. 

Contact: Francis Guinney, M.D., secretary, 2790 Monte 
Mar Terrace, Los Angeles 64, telephone DUnkirk 
7-4236. 


New Mexico annual session, Roswell, 
New Mexico, May 

Contact: Ralph Marshall, executive secretary, 223-24 

First National Bank, Albuquerque, 


ANNUAL MEETING AND 
Session, Playa Hotel, Carmel, May 
20. 


Contact: Alan Croft Blanchard, field director, California 
Heart Association, 1428 Bush Street, San Francisco 


TION 23rd Annual Meeting, Hotel Utah, Salt Lake City, 
Utah, May June 


Contact: Amy Darter, secretary-treasurer, 
State Public Health, 2151 Berkeley Way, Berkeley 
California. 


SUMMER AND FALL MEETINGS 


Mesa Community Clinical Session, “Civilian 
Defense, Radioactive Fallout, and Decontamination 
Casualties—both immediate and late care,” June 
23, Tripler General Hospital, Honolulu, Hawaii. Char- 
tered plane leave International Airport. Total cost, 
including meals, hotel, etc., $360.00 plus tax. 


Contact: John Gorby, administrator, Mesa Com- 
munity Hospital, 8665 Mesa Blvd., Mesa. 


MEDICAL ASSOCIATION annual meeting, June 
17-20, Sun Valley, Idaho. 


Contact: Armand Bird, executive secretary, Idaho State 
Medical Association, 364 Sonna Building, Boise, Idaho. 


THE AMERICAN CANCER SOCIETY 
10th annual Rocky Mountain Cancer Conference, Shir- 
ley-Savoy Hotel, Denver, Colorado, July and 12. 


Contact: John Bouslog, M.D., 835 Republic Building, 
Denver Colorado. 

St. Joun’s Postgraduate Assembly, September 
10, 11, 12, a.m. p.m. and p.m. Elks: Club, 
Santa Monica, 


Contact: John Eagan, M.D., director, 1245 Glendon 
Ave., Los Angeles 24. 


San County HospitaL TENTH ANNUAL 
ASSEMBLY. September 19-20. 


Contact: Howard Kirtland, Sr., M.D., Chairman, Post- 
graduate Committee, 3505 Fourth Avenue, San Diego 


CALIFORNIA INTERNAL MEDICINE ANNUAL 
MEETING. September 29, Playa Hotel, Carmel. 


Contact: Mrs. Mildred Coleman, Assistant Secretary, 
Room 515, 384 Post Street, San Francisco 


San Francisco Heart Annual Postgraduate 
Symposium, October, 1956, St. Francis Hotel, San Fran- 
cisco. 


Contact: Executive director, 604 Mission St., San Fran- 
cisco. 


Los County Heart 26th Annual 
Symposium Heart Disease, Wilshire-Ebell Theatre, 
4401 West 8th St., Los Angeles, October and 11. 

Contact: Robert Pike, executive director, Los Angeles 


County Heart Association, 316 South Bonnie Brae, Los 
Angeles telephone DUnkirk 8-4127. 


CALIFORNIA ACADEMY GENERAL 8th Annual 
Scientific Assembly, Hotel Statler, Los Angeles, October 
14, 15, 16, 17. 

Contact: William Rogers, executive secretary, Califor- 
nia Academy General Practice, 461 Market St., San 
Francisco. 
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APPLICATION Eighty-fifth Annual Session 
FOR HOUSING CALIFORNIA MEDICAL ASSOCIATION 


Los Angeles, California 


inc hotel reservations for the coming 

the California Medical 

Association, April 1956, HOTEL ROOM RATES 
Los Angeles, hotels and their rates are 
the right. Use the form the bot- 
this page, indicating your first 

and second choice. Because the lim- Main Building 12.00-20.00 


ited number single rooms available, Garden Studios 22.00-26.00 
you will stand much better chance 


securing accommodations CHAPMAN PARK HOTEL 

occupied two more persons. 

All requests for reservations must GAYLORD HOTEL 

give definite date and hour 3355 Wilshire Boulevard 
arrival well definite date 
and approximate hour depar- 
ture; also names and addresses 
all occupants hotel rooms must 
included. 


AMBASSADOR HOTEL Single Double Twin 


HOTEL CHANCELLOR 


MAYAN HOTEL 


ALL RESERVATIONS MUST *The above quoted rates are existing rates but are subject any change which may 
RECEIVED BEFORE: APRIL 1956 made the future. 


CALIFORNIA MEDICAL ASSOCIATION 

450 Sutter 2000 

San Francisco California 

Please reserve the following accommodations for the 85th Annual Session the California Medical Association, Los Angeles, 
April 29-May 1956. 


ARRIVING HOTEL Hotel reservations will held until 


THE NAME EACH HOTEL GUEST MUST LISTED. Therefore, please include the names both persons for each double room 
twin bedded room requested. Names and addresses all persons for whom you are requesting reservations and who will occupy the 


rooms asked for: 

Individual Requesting Reservations—Please print type 
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C.M.A. Cancer Commission 
Pre-Convention Conference 


LOS ANGELES—SATURDAY, APRIL 


Radiology 
Regency Room, Ambassador Hotel 


Roy Weathered, M.D., Los Angeles 


DIAGNOSTIC a.m. noon 


Twelve diagnostic cases with histories and films will presented. These cases have 
been selected illustrate specific problems the radiological and clinical diagnosis 
cancer. Audience participation and discussion will encouraged. 


THERAPY SESSION—2:00 p.m. 4:30 p.m. 


Five cases illustrating specific therapy problems will presented. Audience par- 
ticipation will encouraged. 

Both these sessions are open all physicians and your attendance and participa- 
tion are encouraged. 


Pathology 
9:15 Venetian Room, Ambassador Hotel 
Moderator: Hugh Edmondson, M.D., Los Angeles 


The Pre-Convention Conference Microscopic Pathology Tumors the Liver, 
Gallbladder, Biliary Tract and Pancreas will held from 9:15 a.m. noon and from 
2:00 p.m. 4:30 p.m. under the chairmanship Gerson Biskind, M.D. Hugh 
Edmondson, M.D., Professor Pathology, University Southern California School 
Medicine, will the Moderator. Members who wish attend this Conference are 
requested register now with Weldon Bullock, M.D., Registrar, Tumor Tissue 
Registry, C.M.A. Cancer Commission, Los Angeles County Hospital, 1200 North State 
Street, Los Angeles 33. 


7:00 p.m.—Colonial Room 


Dinner meeting the California Society Pathologists. For reservations contact 
Ernest Simard, M.D., secretary, 708 Cass Street, Monterey. 


Cancer Commission Dinner 
6:30 p.m.—Lido Room 


Annual Dinner Meeting the Cancer Commission and Advisory Committee. 
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Eighty-Fifth Annual Session 


Ambassador Hotel, Los Angeles 
April May 1956 


INDEX 
PAGE PAGE 
Photographs Officers Section Obstetrics and Gynecology...... 
Scientific Assemblies: Section Psychiatry and Neurology...... 
Section Dermatology and Syphilology.. 
Section Ear, Nose and Throat.............. 
Section Industrial Medicine and 
PRE-CONVENTION REPORTS 
PAGE PAGE 
Reports Standing and Special 


PROGRAM AND PRE-CONVENTION REPORTS 


7 


ALLAN CAMPBELL BARNES 


JULIAN JOHNSON 


McLEOD RIGGINS 


WILLIAM SHEPARD 


THEODORE BADGER 


EIGHTY-FIFTH ANNUAL SESSION 


Guest Speakers 


THEODORE M.D., Boston, Massachusetts Assistant 


Clinical Professor Medicine, Harvard University Medical 


School. 


ALLAN CAMPBELL Barnes, M.D., Cleveland, Ohio—Professor and 
Chairman, Department Obstetrics and Gynecology, Western 


Reserve University School Medicine. 


Jounson, M.D., Philadelphia, Pennsylvania—Professor 


Surgery, University Pennsylvania School Medicine. 


McLeop M.D., New York, New Pro- 
fessor Medicine, College Physicians and Surgeons, Columbia 


University. 


M.D., New York, New York—Second Vice- 
President, Health and Welfare Division, Metropolitan Life In- 


surance Company. 


Other Section Speakers from Out State 
M.D., Oxford, England—Chief Geriatrics Unit, 
Oxford University Hospitals—Guest Section Public Health. 


Ross M.D., Gloucester, England—Guest Section 
Allergy. 
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Information 


BADGES. important that badges worn all 
times. Admission scientific meetings badge only. 


COUNCIL. Frenchette Room. The first meeting the 
Council will held Saturday, April 9:30 a.m. Further 
meetings will held each morning 7:30 a.m. 


DELEGATES. For list delegates, meeting times and 
places, and agenda, see pages this program. 


EMERGENCY CALLS AND MESSAGES. Each physi- 
cian should notify his own secretary regarding the exact 
section plans attend and the time his attendance. 
the individual physician keep his own office 
staff informed. The Association will attempt transmit 
messages the individual physician. 

case emergency, when the doctor cannot located, 
the call will referred Emergency Call Service the 
Los Angeles County Medical Association, DUnkirk 5-1581. 


EXHIBITS. Technical Exhibits Ballroom, Sunset 
Room and Boulevard Room, Casino Floor. See list, pages 
41. 


Scientific and Organizational Exhibits—Main Lobby. 
See list page 30. 


Medical Motion Pictures will shown the Colonial 
Room. 


You are urged visit and attend all exhibits. 


MEETING TIMES AND PLACES. See chart page 
for exact times and places general and section meetings. 


REGISTRATION. Registration and information desk: 
are located the back the Ballroom, Casino Floor. 
members, guests, and visitors are requested register imme- 
diately arrival. There charge for registration. 
tration desks are open from 9:00 a.m. p.m. Admission 
the general and section sessions and exhibit areas badge 
only. 


QUALIFICATIONS/REQUIREMENTS FOR REG 
ISTRATION. (a) All M.D.’s with credentials showin 
that they hold valid license practice medicine. (Mem 
bership card C.M.A.; county medical society/associatio: 
A.M.A. membership card.) (b) Medical students will 
admitted upon presentation credentials from their 
ical schools identifying them medical students. mem 
bership card the Student American Medical Association 
letter from their dean’s office.) (c) Medical 
will admitted upon presentation letter from the phy- 
sician-employer. (d) Pharmacist mates and other militar) 
personnel like grade will admitted upon presentation 
letter requesting their admittance, written their 
commanding officer. (e) Dentists (D.D.S.), doctors veter- 
inary medicine (D.V.M.), registered nurses (R.N.), student 
nurses, x-ray technicians, laboratory technicians, dietitians, 
allied public health personnel, and others will admitted 
provided they have proper identification. (f) All questions 
admission will passed upon member the Com- 
mittee Registration who will present the desk. 


Other Meetings and Entertainment 


SUNDAY, APRIL 


Woman’s Auxiliary the California Medical Associa- 
tion Reception—East and West Venetian rooms—6:00- 
8:00 p.m.—Honoring Mrs. Sidney Shipman, wife the 
President the C.M.A. All doctors and their wives are 
cordially invited. 


California Society Allergy Reception and Dinner— 
Nordic Room, Beverly-Hilton Hotel, Beverly Hills, 6:30 
p.m. 


Medical Assistants Luncheon—Lido Room, 12:15 p.m. 
Orthopedic Section Luncheon—Dolphin Court, 12:15 p.m. 


MONDAY, APRIL 


PRESIDENT’S DINNER DANCE—Cocoanut Grove, 8:00 


p.m. Formal dress, optional. Tickets will sale the 
main lobby the hotel. 


C.M.A. Past Presidents’ Lunch—Dolphin Court, 12:15 p.m. 


Alumni-Faculty Association the School 
Medicine Luncheon—Lido Patio, 12:15 p.m. 


MONDAY, APRIL 


California Society Allergy Luncheon—Regency Room, 
12:15 


TUESDAY, MAY 


Bureau Medical Economics—Grove Lounge, 10:00 a.m. 


Woman’s Auxiliary Luncheon Cocoanut Grove, 12:30 
p.m.— Honoring Mrs. Matthew Hosmer, Mrs. Paul 
Blaisdell, Past State Presidents, and members the State 
Advisory Board. For tickets inquire the Woman’s Aux- 
iliary Registration Desk. 

State Board Health—Regency Room, 9:00 a.m. 

California Chapter the American Academy Pedi- 


atrics—Meeting and dinner, West Venetian Room and 
Venetian Room Foyer, 6:30 p.m. 

WEDNESDAY, MAY 

Bureau Medical Economics—Garden Room, 10:00 a.m. 


California Society Allergy—Grove Lounge, 1:00 p.m. 
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First General Meeting 


MONDAY, APRIL 
Room 


M.D., President, Los Angeles County 
Medical Association. 


2:10—Address the President—Sidney Shipman, 
M.D., San Francisco. 


2:20—Management Postpartum Hemorrhage— 
Allan Campbell Barnes, M.D., Cleveland, 
Ohio, invitation. 


2:40—Is There Doctor the House?—Industry 
Calling William Shepard, M.D., New 
York, Y., invitation. 


3:00—Changing Concepts and Persisting Problems 
the Treatment Pulmonary Tuberculosis 
—H. McLeod Riggins, M.D., New York, 

Y., invitation. 


3:20—The Problem Diagnosis Thoracic Tumors 
—Julian Johnson, M.D., Philadelphia, Penn., 
invitation. 


3:40—Diffuse Pulmonary Lesions—Theodore Bad- 
ger, M.D., Boston, Mass., invitation. 


4:00—Adjourn Visit Technical and Scientific 
Exhibits. 


SCIENTIFIC SESSIONS 


General Meetings 


REGISTRATION 


Second General Meeting 


TUESDAY, MAY 
Room 


Clinical-Pathological Conference 


Thomas Brem, M.D., Los Angeles, Moderator 


Clinicians: Julius Bauer, M.D., Los Angeles 
McLeod Riggins, M.D., New York, 
invitation. 

Pathologists: Alvin Cox, M.D., San Fran 


cisco; Hugh Edmondson, M.D., Los 
geles. 


2:00—Case No. 1—Alvin Cox, M.D., San Fran- 
cisco, Pathologist. 


young man with slowly progressing disease 
the lungs which produced weakness, 
dyspnea, reduced vital capacity, and irreg- 
ular density the x-ray lung fields. 


3:00—Case No. 2—Hugh Edmondson, M.D., Los 
Angeles, Pathologist. 


68-year-old man with eighteen-month 
history weight loss, burning epigastric 
pain, and increasing weakness. 


For complete Case Histories, see opposite page 


4:00—Prevention Poliomyelitis—Malcolm Mer- 
rill, M.D., and Staff, California State De- 
partment Public Health, Berkeley. 


Registration and information desks are located the back the 
Ballroom, Casino Floor. members, guests, and visitors are requested 
register immediately arrival. There charge for registration. Regis- 
tration desks are open from 9:00 a.m 5:00 p.m. Admission the gen- 


eral and section sessions and exhibit areas badge only. 
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Clinical-Pathological Conference 


Following are the cases presented the Clinical-Pathological Conference 
Embassy Room, Tuesday, May 2:00 p.m. 


CASE NO. 


Cox, M.D., San Francisco, Pathologist 
2:00 p.m. 


1942 the age the patient, attorney, had 
uveitis the left eye, with later involvement 
right eye. The inflammation subsided spontaneously and 
felt well. was accepted for military service. While 
Navy 1945, x-ray study the chest suggested hilar 
iymphadenopathy and small lymph node found the neck 
was subjected biopsy. was not ill until the middle 
1946, when noted unusual fatigability and some cough, 
which was intermittent, usually spasmodic and not severe. 
was expectoration, bleeding chest pain. 
noticed little exertional dyspnea. Physical examination 
then was negative; the lungs were clear, the spleen could 
not palpated, and there was peripheral lymphadenop- 
The blood pressure was 120/80. The urine and blood 
were normal; serological tests for syphilis were negative. 
tuberculin skin test was negative. The vital capacity was 
3.2 liters, X-ray studies showed disappearance much 
the hilar density noted previously. There was “thickening 
the pulmonic markings both lung roots extending 
laterally and superiorly into both upper lobes.” The process 
was more extensive the left side between the clavicle 
and the fifth rib anteriorly. cavitation was identified. 

the early part 1947 the patient was still bothered 
fatigability and cough without sputum chest pain, and 
physical examination was again negative. The vital capacity 
was 2.5 liters and electrocardiogram showed right axis 
deviation. Later the year was noted that the breath 
sounds were exaggerated the left upper anterior and pos- 
terior portions the chest. There were some small, discrete, 
nontender nodes the lateral aspect the neck, particu- 
larly the right. For the first time slight cyanosis the 
fingernails was noted. X-ray films made January, April, 
July and November, 1947, were quite similar, although there 
appeared some coalescence the densities and upward 
traction the left lung root since 

February, 1948, the patient had episode “flu” and 
noted easy fatigability for several months thereafter. The 
sedimentation rate was and the hemoglobin grams per 
100 blood. The vital capacity was 2.2 liters and the 
electrocardiogram again showed right axis deviation. June 
dyspnea was noted moderate, and some enlarged axillary 
lymph nodes were felt, The patient appeared extremely 
fatigued. July intravenous nitrogen mustard dose 
mg. resulted equivocal benefit. October the vital 
capacity was 2.3 liters. The physical examination was 
before. Kviem antigen injected intradermally produced 
reaction. 

The patient spent the winter 1948-49 Death Valley 
and felt much improved. May 1949 the circulation time 
(arm-ear) was 7.2 seconds and the oxygen saturation 
arterial blood was per cent. Late 1949 there was 
period anorexia, intestinal gas and loose stools. X-ray 
study the tract was negative. The vital capacity 
was 1.7 Bronchial breath sounds were heard over 
the upper left chest posteriorly. The erythrocyte sedimen- 
tation rate was Further x-ray examination the 
chest showed increase the upper lung densities, with 
patchy areas bronchiectasis and emphysema. addition 


there was “diffuse nodulation” throughout the remainder 
the lung fields. 


May, 1950, the patient was fairly well but thin 
spite efforts increase his weight. September was 
again bothered weakness and dyspnea. There was per- 
sistent heart rate 102, and gallop rhythm was heard 
the apex. Axillary nodes could not felt. 


Because nasopharyngeal congestion night Pyriben- 
zamine,® mg., was prescribed September. Shortly 
after taking this the patient felt extremely weak and 
vomited. Dyspnea increased and was admitted the 
hespital, where the chest was found full inspiratory 
and expiratory wheezes. The vital capacity was 1.7 liters. 
Electrocardiogram still showed right axis deviation. The 
blood count was within normal limits; the urine contained 
plus” protein. developed cyanosis and deteriorated 
progressively spite helium and oxygen inhalation, ether 
and oil rectum, Demerol,® theophylline. became 
stuporous and died the fourth hospital day. 


CASE NO. 


M.D., Los Angeles, Pathologist 
3:00 p.m. 


History: This was the first hospital admission for this 68- 
year-old white, single male who entered October 26, 1955, 
with the chief complaint burning epigastric pain and 
gradually increasing weakness for the past one and one-half 
The pain seemed bother him most between meals 
and night. was not related eating any certain foods 
and special medication relieved it. Recently the pain had 
become more severe and was accompanied vomiting 
dark liquid. The patient also noted change his bowel 
habits. now had only small amounts liquid stools, 
sometimes dark color, but had never noted red blood. 
had lost pounds with his present illness. 


Past History: The patient had worked for over years 
the coal mines but was present unemployed. had 
history chronic alcoholism with intake least one 
pint whiskey daily until one year ago. gave history 
jaundice. had had St. Vitus’ dance for six years 
child. had injured his hands while coal miner, and had 
resultant bilateral Dupuytren’s contractures. The review 
systems disclosed that had been very hard hearing for 
quite while and required hearing For several years 
had had urinary frequency and nocturia times per 
night, voiding but small amounts time. 


Examination: Weight 124, temperature 98, pulse 
and regular, blood pressure 112/20. Patient was well 
developed, elderly, very thin, white male, who appeared 
chronically ill. showed signs recent weight loss. 
was very hard hearing and wore hearing aid which 
improved his hearing appreciably. had memory loss for 
both recent and remote events. Pertinent physical findings 
were follows: the eyes, scars previous pterygiums 
were seen bilaterally. The left ear drum was white and 
scarred. The mucous membranes the nose and mouth 
were markedly pale. The chest had increased diameter, 
was symmetrical, and both diaphragms moved freely. The 
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lungs were hyperresonant, but otherwise clear. The heart 
did not appear enlarged. The rhythm was regular, the patient 
had Grade III apical systolic murmur and diastolic 
murmur heard the apex. The liver was palpated finger- 
breadths below the costal margin and the spleen was felt 
fingerbreadths below the costal margin. The kidneys were not 
palpated, but the patient had bilateral costovertebral angle 
tenderness. There were abdominal masses palpable. The 
prostate was enlarged, nodular, and firm, The peripheral 
pulses were strong. Arterial pulsation was visible the 
nail beds. There were bilateral Dupuytren’s contractures. 
There were several spider nevi the shoulders. There was 
gynecomastia. The skin was very loose and wrinkled 
from recent weight loss and was very dry and scaly with 
hair loss. Neurologic examination was negative. 


Laboratory: Serology negative. WBC 6,000 with normal 
differential pattern. Hemoglobin 6.2 grams, hematocrit 
per cent, RBC 2.47 million. There was marked hypochromia 
the red cells; mean corpuscular volume cu. microns, 
mean corpuscular hemoglobin micrograms, mean corpus- 
cular hemoglobin concentration per cent. Urinalysis 
showed albuminuria and many RBC’s and few WBC’s 
and 1/20 granular casts microscopically. Phenolsulfonphtha- 
lein test: dye excretion minutes, Van den Bergh 
was not elevated. Cephalin flocculation hours, 
thymol turbidity 11.0 units. Bromosulphalein test 8.5 per 
cent dye retention minutes. Urine culture revealed 
hemolytic and nonhemolytic Staphylococcus aureus. Anterior 
projection chest October 26, 1955 was read essen- 
tially negative. Blood chemistries October 27: Blood urea 
nitrogen 113, glucose 130 mg. per cent, CO: mEq/L, 
chlorides 106 mEq/L. Acid phosphatase 0.2 B.u. Alkaline 

phosphatase 8.7 B.u. Total protein 6.3 grams with albumin 
2.9 and globulin 3.4. Serum iron micrograms per cent 
and iron binding capacity 200 micrograms per cent. Sodium 
130 mEq/L and potassium 5.3 mEq/L. Electrocardiogram 
October was suggestive left ventricular hyper- 
trophy, but not diagnostic. Stool and vomitus were negative 
for occult blood one occasion. 


Hospital Course: The patient was obviously very ill 
admission. was unable eat and frequently vomited 
dark fluid. Stools were liquid and contained mucus. was 
afebrile the first three days but the fourth and fifth days 
the temperature reached 101°F. The fever then subsided 
but the eleventh day had shaking chill with tem- 
perature rising 101°F. catheterization 1150 cc. 
urine was obtained from which heavy growth pseudo- 
monas aeruginosa was cultured. Gantrisin® was administered 
and the temperature returned normal but rose again 
102°F. the last two days. 


Because the gastrointestinal symptoms was placed 
ulcer regimen with frequent small feedings, antacids, 
and antispasmodics, was given blood transfusions with 
resulting rise his hemoglobin 10.8 gm. Subsequently 
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however fell steadily back 8.7 gm., and another trans- 
fusion was given. 

Gastrointestinal x-ray showed filling defects the lower 
esophagus interpreted possible esophageal varices. The 
stomach was dilated. The duodenal bulb was never wel! 
rounded out and was considered deformed. There was 
retention barium the stomach after five hours although 
the major portion was distributed throughout the 
bowel. The barium enema disclosed gross abnormalitie 
the colon. 

Sigmoidoscopy was attempted November but 
unsuccessful due inadequate preparation. Novembe: 
10, his blood urea nitrogen had risen 168 mg. per 
was mEq/L. The patient’s condition was deteri 
orating. Intravenous fluids and vitamins were begun 
November because his poor oral intake. His urine tha 
morning began appear blood-tinged and had bee: 
vomiting very dark greenish-black material. 
appeared obstructed, Levin tube was passed. 
the visiting relative, the history was obtained the patient’ 
acute and chronic alcoholism least the past years 
The patient was seen the surgeons, but they did 
feel that surgical intervention would help the patient. 
the morning November 13, the patient 
Cheyne-Stokes respirations with moist rales throughout 
lungs. His veins were distended. Because appeared 
congestive heart failure, was given 
aminophylline, caffeine, and 
Tourniquets were placed the extremities. The patient’: 
respiration changed deep regular rate per 
minute, 4:15 patient had grand mal seizure which 
lasted about three minutes. His blood pressure remained 
120/60, pulse 90, regular and strong and respirations 
and deep. His lungs were much improved over the initia! 
examination, 5:00 a.m. and 5:05 a.m. the patient had 
second and third grand mal seizure. Following the third 
episode, turned his head the This was the only 
localizing sign any the seizures. The last seizure lasted 
minutes and was interrupted intravenous 
grams 7.5. 5:30 a.m. his blood pressure was 55/30, the 
radial pulse was weak although the apical pulse was 80, 
regular and strong. Respirations were still per minute 
and deep. The patient had been given two units blood 
which had been begun the preceding afternoon and had 
run during the night. His hemoglobin went maximum 
10.8 grams the morning November 13. However, 
his prothrombin time dropped per cent. Bright red 
blood had been noted trickling from his mouth, and the 
Wangensteen suction was draining dark brown liquid. 
6:00 a.m. November 13, the patient’s Cheyne-Stokes 
respiration began again; his blood pressure remained about 
55/30. Through the day, his condition continued downhill. 
7:30 p.m. that night, the patient had become comatose, 
and ceased breathing 10:20 p.m. was pronounced 
dead 10:30 p.m., November 13. 


Each physician should notify his own secretary regarding the exact 
section plans attend and the time his attendance. the 
individual physician keep his own office staff informed. The Associa- 
tion will attempt transmit messages the individual physician. 

case emergency, when the doctor cannot located, the call will 
referred Emergency Call Service the Los Angeles County Medical 


Association, DUnkirk 5-1581. 
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GENERAL MEDICINE 


Roger Egeberg, M.D., Los Angeles 


Assistant 


ROGER EGEBERG 
Chairman 


SUNDAY, APRIL 
Venetian Room 


2:00—Analysis the Systemic Manifestations 
Discoid Lupus Erythematosus—Edmund Du- 
Bois, M.D., Los Angeles. 


2:20—Erythema Nodosum and Its Systemic Manifes- 
tations—Cutting Favour, M.D., Palo Alto, 
invitation. 


Failures the Management 
Pulmonary Theodore Badger, 
M.D., Boston, Mass., invitation. 


3:10—Chairman’s Address—Roger Egeberg, M.D., 
Los Angeles. 


3:25—Intermission. 


3:35—Experimental and Clinical Effects Atmos- 
pheric Pollutions—Paul Kotin, M.D., Los An- 
geles, invitation. 


Certain Types Pulmonary 
Granulomatosis—H. McLeod Riggins, M.D., 
New York, Y., invitation. 


4:25—Clinical Evaluation Renal Functional Re- 
serve—Ralph Goldman, M.D., Sepulveda. 


4:45—Business Meeting and Election Officers. 


Harold Sox, M.D., Palo Alto 
Donald Petit, M.D., Pasadena 


HAROLD SOX 
Secretary 


MONDAY, APRIL 
9:00—Embassy Room 


Television Presentation 
For complete Program, see Section Television 


TUESDAY, MAY 
Venetian Room 


Joint Meeting with Section General Surgery 
9:00—Preoperative Pulmonary Evaluation the 
Surgical Theodore Badger, M.D., 
Boston, Mass., invitation. 
9:30—Present Treatment Suppurative Diseases 
the Lungs and Bronchi—H. McLeod Rig- 
gins, M.D., New York, Y., invitation. 
Hernia—Julian Johnson, M.D., 
Philadelphia, Penn., invitation. 
10:45—Panel Discussion—Is Above Below the 
Diaphragm? 
Moderator: Roger Egeberg, M.D., Los Angeles 
Members the Panel: McLeod Riggins, M.D., 
New York, Y.; Theodore Badger, M.D., Bos- 
ton, Mass.; Julian Johnson, M.D., Philadelphia, 


Penn., all invitation, and Lyman Brewer, 
III, M.D., Los Angeles. 


BRING PROPER IDENTIFICATION FOR REGISTRATION 
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GENERAL SURGERY 


Lyman Brewer, M.D., Los Angeles 


Assistant Secretary 


LYMAN BREWER, 
Chairman 


SUNDAY, APRIL 
9:00—East Venetian Room 


Perzik, M.D., Beverly Hills. 


9:20—Hypothermia the Treatment Acute Per- 
forated Appendicitis—Donald Brayton, M.D., 
Los Angeles. 


9:40—Selection Antibiotics Surgical Infections 
—Seth Smith, M.D., Los Angeles. 


Review Sliding Indirect Inguinal Hernia 
Gaspar, M.D., Long Beach; Mar- 
tin Wooley, M.D., Los Angeles, invita- 
tion, and Eugene Joergenson, M.D., Glen- 
dale. 


10:20—Intermission. 


10:40—Chairman’s Address—Lyman Brewer, III, 
M.D., Los Angeles. 


11:00—The Present Status Vagotomy the Treat- 

ment Duodenal Review 100 

Consecutive Cases—Jack Farris, M.D., Los 
Angeles. 


11:20—Carcinoma the Thyroid Gland—George 
O’Hara, M.D., Van Nuys, and Ian Mac- 
donald, M.D., Los Angeles. 


Children and Adults— 
James Kelley, Jr., M.D., San Diego. 


MONDAY, APRIL 
Room 


Television Presentation 
For Program, see Section Television 


Kenneth Jennings, M.D., Santa Barbara 


9:00—The Surgical Treatment Parotid Tumors— 


ORVILLE GRIMES 
Secretary 


TUESDAY, MAY 
9:00—East Venetian Room 


Joint Meeting with Section General Medicine 
For Program, see Section General Medicine 


WEDNESDAY, MAY 
9:00—East Venetian Room 


9:00—The Surgical Treatment Inguinal Hernia 
Infants Frederic Shidler, M.D., Menlo 

Park. 
9:20—Massive Hemorrhage from the Lower Intes- 
tinal Tract—Harry Peters, Jr., M.D., Oak- 

land. 
Benefit from Thromboendarterec- 
tomy—Charles Kruse, M.D., Santa Monica. 


10:00—Business Meeting and Election Officers. 


10:20—Intracardiac Surgery Using Mechanical 
Pump-Oxygenator—Leon Morgenstern, M.D., 
David State, M.D., and Peter Salisbury, 
M.D., Los Angeles; and Maurice Hyman, 
M.D., and Manny Shore, M.D., invita- 
tion, Los Angeles. 
10:40—Open Cardiac Surgery—James Maloney, 
Jr., M.D., invitation, and William 
Longmire, Jr., M.D., Los Angeles. 
11:00—Certain Aspects Cardiac 
Johnson, M.D., Philadelphia, Penn., in- 
vitation. 
11:20—Splenoportography Portal Hypertension— 
William Mikkelsen, M.D., Los Angeles, 
and Pattison, M.D., Pasadena. 
11:40—Experiences the Use the Ileo-Bladder 
Operation—Henry Schwartz, M.D., Los 
Angeles, invitation. 
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GENERAL PRACTICE 


Jackson Laughlin, M.D., North Hollywood 
John Cox, M.D., Saratoga 


STANLEY PARKINSON 
Chairman 


WEDNESDAY, MAY 
9:00—West Venetian Room 
Joint Meeting with Sections Pediatrics and Public Health 
For Program, see Section Public Health 


WEDNESDAY, MAY 
2:00—West Venetian Room 


the Hemiplegic—Elizabeth 
Austin, M.D., Los Angeles. 


Nutritional Problems and 
Blood Dyserasias the Aging Patient— 
Arthur Marlow, M.D., Jolla. 


JACKSON LAUGHLIN 
Secretary 


2:40—Urological Problems the Aged—Roger 
Barnes, M.D., Los Angeles. 


Panel Discussion 


Gerontologic Aspects Heart Disease 


Moderator: Charles Preuss, M.D., Santa Barbara 


Members the Panel: Thomas Brem, M.D., Los 
Angeles; Edward Shapiro, Beverly Hills; John 
Sampson, M.D., San Francisco, and George 
Houck, M.D., Palo Alto. 


4:15—Business Meeting and Election Officers. 
4:30—Visit Technical and Scientific Exhibits. 


Motion Picture Program 
Arthur Smith, D.D.S., M.D., Los Angeles, Chairman 


Colonial Room 


carefully selected showing approximately 100 medical motion pictures will 
held the Colonial Room during all part Sunday, Monday and Tuesday afternoon 


and evening. 


full schedule showing the times and titles each film will appear the program 


distributed the annual session. 
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ALLERGY 


Lazarre Courtright, M.D., San Francisco 
Eisenberg, M.D., Huntington Park 


Secretary..... 


LAZARRE J. COURTRIGHT 
Chairman 


Kerr, Jr., M.D., San Rafael 


WILLIAM KERR, JR. 
Secretary 


MONDAY, APRIL 
Room 


9:00—Evaluation Skin Tests—An Analysis 300 
Clinical Records—Milton Millman, M.D., San 
Diego. 
Discussion. 


9:30—The Allergist Meets His Patients’ Emotional 
Problems—Hyman Miller, M.D., Beverly Hills. 


Discussion. 


10:00—Ventilatory Pulmonary Function Tests 
Office Procedure—Edward Matzger, M.D., San 
Francisco. 


Discussion. 
10:30—Alevaire—Its Use Asthma Controlled 
Study)—D. Edward Frank, M.D., Sun Valley. 

Discussion. 


11:00—Chairman’s Address: Allergy Unified 
Science—L. Courtright, M.D., San Fran- 
cisco. 


11:20—General System Theory Allergy—W. Ross 
Ashby, M.D., Gloucester, England, invi- 
tation. 


Discussion. 


12:30—Regency Room 


12:30—Luncheon Meeting—Sponsored jointly the 
Section Allergy and the California Society 
Allergy. 


PRESIDENT'S DINNER DANCE 
MONDAY, APRIL 
Cocoanut Grove, Ambassador Hotel, 8:00 p.m. 


Formal dress optional 
Tickets will sale the Main Lobby 


EIGHTY-FIFTH ANNUAL SESSION 


Chai 
Vice-Chai 
: 


ANESTHESIOLOGY 


Robert Churchill, M.D., Santa Rosa 
Assistant Secretary............ Howard Downs, M.D., Glendale 


JOHN HOWARD 
Chairman 


ROBERT CHURCHILL 
Secretary 


WEDNESDAY, MAY 


1:00—Annual Meeting—California Society Anes- 
thesiology. 


Its Recent Advances—Thomas 
McIntosh, M.D., Pasadena. 
2:20—Clinical Experience 
Ether (Fluramar) William Darnette, 
M.D., Los Angeles, invitation. 


2:40—Steroid Anesthesia—Frank Murphy, M.D., 
San Francisco. 


Experiences with Viadril—Charles 
Anderson, M.D., 


3:20—Determination Venous Pressure During 
Surgery—Charles Wycoff, M.D., San Fran- 
cisco. 


Lounge 


Business Meeting and Election Of- 
ficers. 


Panel Discussion 


Some Consequences Prolonged Surgery 
and Anesthesia 


Moderator: Robert Churchill, M.D., Santa Rosa 


Members the Panel: Carl Anderson, M.D., Santa 
Rosa; Philip Bailey, M.D., San Francisco; Elton 
Morel, M.D., Glendale; Robert Ploss, M.D., 
San Bernardino; John Dillon, M.D., Los An- 
geles; Philip Vogel, M.D., Los Angeles, and 
Thurlow, Jr., M.D., Santa Rosa. 


RECEPTION 
WOMAN'S AUXILIARY THE C.M.A. 
SUNDAY, APRIL 29, P.M. 


East and West Venetian Rooms 
Honoring Mrs. Sidney Shipman 


All doctors and their wives are cordially invited 


PROGRAM AND PRE-CONVENTION REPORTS 


Executive Committee Minutes 


Tentative Draft: Minutes the 255th Meeting the 
Executive Committee the California Medical 
Association, Bohemian Club, San Francisco, Jan- 
uary 24, 1956. 


The meeting was called order Chairman 
Heron 7:00 p.m., Tuesday, January 24, 1956, 
the Directors’ Room, Bohemian Club, San Francisco. 


Roll Call: 


Present were President Shipman, Council Chair- 
man Lum, Executive Committee Chairman Heron, 
Secretary Daniels and Editor Wilbur. 

quorum present and acting. 

Present invitation were Doctors John Upton 
and DeWitt Burnham and Messrs. John Hunton 
and Howard Hassard. 


Fresno Blood Banking Situation: 


Discussion was held the present blood banking 
situation Fresno, where the nonprofit blood bank 
sponsored the Fresno County Medical Society and 
financed the California Medical Association 
operating loss and competing proprietary bank 
continuing serve about two-thirds the blood 
needs the area. 

motion duly made and seconded, was voted 
ask the members the Executive Committee, to- 
gether with the District Councilor the area, 
meet with officials the Fresno County Medical So- 
ciety, determine whether not the members 
the area wish support the society-sponsored blood 


bank. 


Polio Vaccine: 


Doctor Wilbur reported that the start new 
poliomyelitis season would bring renewed demand 
for factual information the vaccine available for 
inoculations. suggested that committee five 
experts this field appointed, produce state- 
ment which could published the journal for the 
information all members. motion duly made 
and seconded, this suggestion was approved. 


Committee Rural and Community Health: 


motion duly made and seconded, was voted 
approve the attendance Doctor Robb Smith, 
chairman the Committee Rural and Commu- 
nity Health, the Rural Health Conference planned 
the Council Rural Health the American 
Medical Association held Portland, Oregon, 
March 10. 


European Tour: 


Mr. Hunton reported that two airlines were pre- 
paring conducted tours European countries, in- 


Proposed Constitutional 
Amendment 


(Second Publication) 


The following proposal was introduced 
the 1955 Annual Session the California 
Medical Association. acted upon 
the 1956 session: 


WHEREAS, new corporation has been estab- 
lished called PHYSICIANS’ BENEVOLENCE 
FUND, INC., administer the duties under 
Section Article the Constitution the 
California Medical Association; now, therefore, 
Resolved: That Section Article the 
Constitution which now reads: 


least $1.00 out the annual dues paid 
each active member the Association 
shall allocated the Physicians’ Bene- 
volence Fund and shall only used for 
purposes set forth the 


hereby amended read follows: 


“At least $1.00 out the annual dues 
paid each active member the Association 
shall allocated the Physicians’ Bene- 
volence Fund, Inc., corporation, and shall 
used for the purposes set forth that 
corporation’s Articles and 


cluding Russia, which they wished offer 
members the Association. asked the compli- 
mentary tours, available the rate one tour for 
each twenty sold, might used science writers 
who might write stories European medical care, 
others. was agreed secure details the 
proposed tours and discuss the subject further 
the next Council meeting. 


Central Office Arrangements: 


Mr. Hunton reported that for several years the 
office routine had called for only skeleton staff 
Saturdays, principally for the purpose taking in- 
coming telephone calls, and that there 
tically telephone business these days. was 
agreed that regular Saturday assignments might 
dispensed with, provided standby telephone service 
were provided assist any members who might 
calling. 


Adjournment: 


There being further business come before it, 
the meeting was adjourned 10:00 p.m. 


Ivan Heron, M.D., Chairman 
ALBERT M.D., Secretary 
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and advisory board 


Professional Witness— 
Medicine Witchery 


EDMUND LEONARD, San Francisco 


WELL TIMES consider simple, ordinary, 
everyday virtues, the existence which all take 
for granted but whose absence sometimes ignore 
things truth, integrity, dignity and self- 
respect. And well also the effect 
that ignoring them may work upon us. Physicians 
group are endowed with touch immortality. 
They usher newborn life and soften the grip 
death. They are privileged during their lives 
practice the art healing and the pursuit this 
art are accorded privileges and accept obligations 
not shared other men. the extent that any 
them squanders these privileges and abuses these 
obligations, not only abases himself but does in- 
jury worthy members the medical profession. 

axiomatic that only trained physicians can 
properly evaluate the causes, effects and cures 
injury disease. Frequently, detailed, discrimi- 
nating and exact technical knowledge required 
for determining whether physical mental ill 
effect fact attributable the cause which 
ascribed litigation. Deciding whether impaired 
function real assumed, physiological psychic, 
may require keen and experienced judgment. Train- 
ing, research, experience and careful work form the 
bases any expressed medical opinion. the ex- 
tent that any these foundations are imperfect 
incomplete, the validity medical opinion suffers. 

The great majority physicians the best 
their inherent abilities, training and opportunity 
know the facts, give their professional opinions 
litigated cases best they can the basis the 
facts presented them. The great majority attor- 
neys regard them most highly. 

can have doubt that there are severe trau- 
matic injuries which produce substantial disabilities, 
both objective and subjective nature. Where the 


Address before the convention of Western Association of Railway 
Surgeons at Las Vegas, Nevada, September 24, 1955. 
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facts and the law place responsibility recompense 
compensate for these disabilities, determination 
liability requires medical opinion the highest 
order, that just measure monetary recovery 
assured. such cases the attending the con- 
sulting physician has undoubted obligation 
testify fully all matters pertinent sound and 
therefore fair medical opinion. 

must admitted that there are undoubtedly 
some physicians who customarily 
testify for defendants—physicians whose medical 
opinions are biased favor “protecting” the 
defendant. They are few, however, and their serv- 
ices are not sought; for defendants generally are 
those with money and good reputation which they 
cannot afford jeopardize inviting the fleeting 
help venal opinion. 

recent years, though, have observed great 
outcropping sporadic medical brilliance among 
rather considerable group run-of-the-mill prac- 
titioners. Their articulate protestations knowledge 
are usually sharp contrast their personal pro- 
fessional accomplishments. Their sudden ascension 
positions intellectual eminence has been accom- 
panied the great emphasis placed evidence— 
court before commissions boards hearing 
claims—which will visually and graphically demon- 
strate the nature and severity injury, the heroic 
and difficult measures required attempting 
effect cure, and the dire and disastrous effects 
which persist thereafter for life—this evidence all 
accompanied the refrain pain, pain, pain! 
These individuals participate medical Mickey 
Spillanes being put every trial day before many 
and varied tribunals. They exist by-the maxim that 
injuries which are subject monetary reward are 
incurable. 

Despite all advances medicine the last half 
century, functional disabilities for which monetary 
rewards are sought have assumed the proportions 
plague. These are the decibel disabilities, where 
the volume complaint registered recording 
device scaled dollars. The original virus this 
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plague functional disabilities appeared over half 
century ago the multitudinous suits against the 
railroads, which, everyone knew, could well afford 
pay. Shortly, though, this virus was transferred 
new medium—the mass ownership automo- 
biles. This medium was then enriched the added 
factor practically universal automobile insurance, 
and with this the virus has become most virulent. 
The plague now attacks any enterprise activity 
which injuries occur, the epidemiologic suscepti- 
bility being direct proportion the possibility 
monetary recovery. 

The plague borne two medico-legal Typhoid 
Marys. First, course, there customarily attor- 
ney with percentage fee contract. His monetary 
recovery direct proportion his client’s failure 
recover medically. alone cannot, however, 
spread the virus this plague. may only culture 
it. needs medical Trilby sing his songs 
disaster and torturing pain. Specifically, these 
medical Trilbys that believe worthy your atten- 
tion and consideration. You should not only collec- 
tively but individually something about them. 

Where physician time after time case after 
case regardless the nature and severity injury 
speaks ominously delayed deferred disaster, 
unbearable and unmitigated pain, dire complica- 
tions and heartrending disability, you have un- 
questioned carrier the plague. Only too often 
content play Trilby for want wit set the 
score and tempo performance his own—a 
sort Monday-morning tremblechin quarterback, 
yelling, “Wasn’t awful.” may some local 
ball fire who has singed many people 
the outs and feels that might well right 
and blowtorch everyone. 

Such witnesses are all experts what has well 
been called the monetary syndrome, although has 
special overtones and variations usually evident 
case where the attorney; may there 
known the syndrome. Basically involves 
pain, headache, vertigo, nystagmus, hearing loss, 
blurred vision, disturbed sleep, mal-alignment 
fractured bones, discogenic phenomena, abnormal 
electroencephalograms and, more recently, abnormal 
electromyograms. The recitation most often ac- 
companied vivid and timely illustrations. The 
whole production gives more than nostalgic re- 
minder the act medicine man and his accou- 
trements. The desired effect too often the same— 
sway ignorance through fear. 

Whatever their professional, moral psychic 
abnormalities, all these medical mimes have one 
thing common: They perform only for money. 
good many them set rate commensurate with 
assured repeated booking; others take small de- 
posit and collect the balance only there recov- 
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more needy more venturesome, operate com- 
pletely speculation along with the attorney. 

Basically their task prove the inadequacies 
medicine, research, standards, practice, 
treatment and accomplishment. Would they get 
anywhere their endeavors doing otherwise? Their 
continued “professional” life and livelihood depend 
portraying medicine medieval torture process 
breaking human beings its rack callousness 
and ignorance. First having “proved” the extreme 
severity the initial injuries, they “establish” the 
prolonged suffering that those injuries cause, which 
seems strange the day modern medication and 
analgesics. Wrenching pains surgical procedures 
and their excruciating after-effects are next vividly 
and graphically portrayed, although the usual patient 
doesn’t know whether had abdominal incision 
lumbar sympathectomy. After this, vociferous 
and “convincing” explanation and assurances 
present and to-be-expected future pain are offered. 
Finally there the dismal end fadeout total disa- 
bility and unemployability—just another piece 
wreckage and agony from the mill medicine. 

These Trilbys have truly become modern witch 
doctors. They burn their fires and spread their incan- 
tations with fervor and zeal that almost belie the 
prime monetary motivating force their protesta- 
tions. They spread the plague the incurable nature 
traumatic injuries where monetary complications 
set in. The most obvious direct effect this 
automobile insurance, where the insurance cost often 
exceeds the total all other operating costs. Many 
activities are similarly blighted. But there are impor- 
tant secondary effects this plague the medical 
profession. These flitting medical Trilbys live 
imputing incompetence wholly worthy practition- 
ers medicine. They are doing their utmost, prob- 
ably unknowingly, put the mind the general 
public impression that ineptitude and unrelia- 
bility are commonplace the medical profession. 
They give aid and comfort the healers who decry 
the medical profession. them, more than any 
other apparent phenomenon, can ascribed the 
ever-increasing rash malpractice actions, which 
have grown such proportions that the modern 
physician feels often did the healer the court 
the despotic monarch who demanded, “Heal 
lose all your worldly goods.” 

Truly, these medical Trilbys are witch doctors, 
but unlike the witch doctors old who sought 
assure the recovery those whom fear they 
ministered, these fellows seek convince everyone 
that patients haven’t, won’t and can’t recover—medi- 
cally speaking. How well they are succeeding can 
fairly well gauged the increase malpractice 
insurance rates. 
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Dr. Cary was born Wisconsin 
September 1884, and died from injuries received 
traffic accident February 1956. re- 
ceived his Bachelor Science degree from the 
University Chicago 1905 and his Doctor 
Medicine degree from the University 
vania 1908. interned the German Hospital 
Philadelphia, Pennsylvania, from 1909 1911, 
and had surgical residency under John Deaver. 


1911, Dr. Kinney came California and joined 
the staff the Moore-White-Moore Clinic Los 
Angeles radiologist. that time, was also 
instructor radiology the University Southern 
California. Four years later, 1915, Dr. Kinney 
replaced Dr. Austin the only radiologist 
San Diego County and began his practice 
Fourth and Elm streets San Diego. During the 
first World War, served with the United States 
Navy and was retired with the rank commander. 
1924, Dr. Kinney began association with Dr. 
Addison Elliott which lasted for ten years until Dr. 
Elliott’s death 1934. Until his semi-retirement, 
was associated with Dr. Olds, Dr. 
Niehaus, Dr. Irwin, Dr. Moore and Dr. 
Sayles. Before his death, was engaged 
diagnostic x-ray work Palomar Hospital and the 
Graybill Clinic Escondido. 


Among Dr. Kinney’s many activities were his 
presidency the San Diego County Medical Society 


Avery, WALTER Died Fresno, January 1956, 
aged 69, heart disease. Graduate St. Louis University 
School Medicine, Missouri, 1916. Licensed California 
1919. Doctor Avery was member the Fresno County 
Medical Society, life member the California Medical 
Association, and associate member the American Med- 
ical Association. 


(F. Died Los Angeles, Jan- 
uary 11, 1956, aged 88. Graduate the University Michi- 
gan Medical School, Ann Arbor, 1894. Licensed California 
1915. Doctor Berge was retired member the Los An- 
geles County Medical Association, the California Medical 
Association, and associate member the American Med- 
ical Association. 

Rene. Died San Francisco, February 14, 1956, 
aged 73, carcinoma the stomach. Graduate the 
University California Medical School, Berkeley-San Fran- 
cisco, 1903. Licensed California 1904. Doctor Bine was 
retired member the San Francisco Medical Society, the 
California Medical Association, and associate member 
the American Medical Association. 
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1920, presidency the California Medical Asso- 
ciation ten years later, and long service the Coun- 
cil the Association. initiated formation the 
California Cancer Commission 1931, under juris- 
diction the California Medical Association, and 
was member the Commission from 1944 1948. 
During this time was also director the Ameri- 
can Cancer Society and played important part 
establishing that organization’s California Divi- 
sion. June 16, 1954, the society presented him 
with plaque for his years faithful service. 

Dr. Kinney was charter member the American 
Board Radiology, formed about 1930, life mem- 
ber the American College Physicians, Fellow 
the American College Radiology, member 
the American Roentgen Ray Society and its president 
1944, and member the Radiological Society 
North America. 

indefatigable worker, accomplished great 
deal his own field radiology, well for- 
warding the progress cancer research. Perhaps 
paragraph from letter written Mr. Allen 
Kolb, executive vice-president the California Divi- 
sion, American Cancer Society, best expresses the 
feeling all those who knew Dr. Kinney: still 
shocked, know you must too, Dr. Kinney’s 
death. was one the greatest human beings 
ever knew, and sure none will ever forget 


him.” Rees, M.D. 


Harrison. Died San Luis Obispo, January 
1956, aged 49, arteriosclerotic heart disease with acute 
coronary insufficiency. Graduate the University Kansas 
School Medicine, Lawrence-Kansas City, 1934. Licensed 
California 1941. Doctor Eilers was member the 
San Luis Obispo County Medical Society. 


Jones, Died Berkeley, January 18, 1956, 
aged 37, chronic glomerulonephritis. Graduate McGill 
University, Faculty Medicine, Montreal, Canada, 1943. 
Licensed California 1950. Dr. Jones was member 
the Alameda-Contra Costa Medical Association. 


Died Santa Cruz, January 17, 1956, 
aged 67, heart disease. Graduate St. Louis University 
School Medicine, Missouri, 1941. Licensed California 
1942, Doctor Kelley was member the Santa Cruz 
County Medical Society. 


Kinc, Died North Hollywood, January 15, 
1956, aged 67. Graduate the University Cincinnati Col- 
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lege Medicine, Ohio, 1912. Licensed California 1945. 
Doctor King was member the Los Angeles County Med- 
ical Association. 


Kinney, Cary. Died Del Mar, February 1956, 
aged 72, from injuries received when struck auto- 
mobile. Graduate the University Pennsylvania School 
Medicine, Philadelphia, 1908. Licensed California 
1911. Doctor Kinney was member the San Diego County 
Medical Society. 


LEHMANN, WERNER. Died Coronado, January 20, 1956, 
aged 42. Graduate Med- 
izinische Fakultat, Berlin, Prussia, Germany, 1937. Licensed 
California 1947. Doctor Lehmann was member 
the San Diego County Medical Society. 


Mary Died September 1955, aged 76, 
intestinal cancer. Graduate Woman’s Medical College 
Pennsylvania, Philadelphia, 1905. Licensed California 
1912. Doctor Mentzer was retired member the San 
Francisco Medical Society, the California Medical Associa- 
tion, and associate member the American Medical 
Association. 


Peterson, ALBERT Died January 15, 1956, aged 
81. Graduate Jefferson Medical College Philadelphia, 
Pennsylvania, 1901. Licensed California Doctor 


Peterson was retired member the Los Angeles 
Medical Association, the California Medical Association, and 
associate member the American Medical Association. 


Ross, ALMON Died Los Angeles, January 16, 
1956, aged 74. Graduate Cooper Medical College, San 
Francisco, 1907. Licensed California 1907. Doctor Ross 
was member the Los Angeles County Medical Associa- 
tion. 


Henry Died San Francisco, February 
1956, aged 85. Graduate Cooper Medical College, San 
Francisco, 1893. Licensed California Doctor Sar- 
tori was retired member the San Francisco Medical So- 
ciety, the California Medical Association, and associate 
member the American Medical Association. 


Isapor Died Los Angeles, January 
28, 1956, aged 53, heart disease. Graduate Ohio State 
University College Medicine, Columbus, 1928. Licensed 
California Doctor Wallach was member the Los 
Angeles County Medical Association. 


Died Los Angeles, January 17, 
1956, aged 48. Graduate St. Louis University School 
Medicine, Missouri, 1937. Licensed California 1939. 
Doctor Walshe was member the Los Angeles County 
Medical Association. 
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Our Work the Blood Banks 


The miracle having life-saving whole blood 
and plasma readily available for medical use has 
become commonplace that few stop think 
about all that lies behind it. This miracle did not 
just “happen” like those the story books, came 
about because the vision and hard work many 
dedicated men and women. 


Members the California Medical Association 
have been responsible perhaps more than any other 
single group for this miracle; they have pioneered 
and contributed greatly the field community 
blood banks, Other groups have joined the effort, 
too—and not the least among these has been your 
Woman’s Auxiliary, many whose members have 
done much bring about and maintain the present 
excellent system C.M.A.-sponsored blood banks 
California. 


From Small Beginnings 


The first nonprofit, medically sponsored, community blood 
bank the United States opened its doors the basement 
the old Irwin mansion San Francisco June 1941. 
was conceived of, sponsored and operated members 
the San Francisco Medical Society. Its original volunteer 
program was sponsored and set into motion the San 
Francisco Woman’s Auxiliary. that time, blood was sup- 
plied about 200 donors month and was used local 
civilian hospitals well British ships and bases. 


With the coming World War II, the Blood Bank made 
its products available the military, and the importance 
its existence took new and great significance. The num- 
ber donors jumped over 700 week. many volun- 
teers were needed the staff that the San Francisco 
Woman’s Auxiliary could longer handle the job alone 
and other community groups came help out. 

During World War there was further development 
blood banks throughout California, which resulted 
their phenomenal use and growth. Hundreds thousands 
units blood were processed for the military. During 
this period, your State Auxiliary added blood bank activities 
its formal roster projects, and members all over the 
state gave their time and effort. 


Peacetime Volunteer Activities 


The coming peace saw the change-over blood 
banks from military exclusively civilian function. 
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However, during the Korean War many banks par- 
ticipated the Defense Blood Program and the bank 
San Francisco alone accounted for 169,632 units 
whole blood little less than three years. Vol- 
unteer work was needed accordingly, and many 
Auxiliary members participated. 

How the present network C.M.A.-sponsored 
blood banks operates throughout California—and 
reciprocates with other out-of-state blood banks all 
over the country—need not described here. 
should pointed out, however, that ten the twelve 
utilize volunteers, and the low cost per unit blood 


due good measure the services these 


present, there longer formal program 
blood bank activities the State Auxiliary, but 
county auxiliaries all over the state stress the im- 
portance blood bank work their members. Hun- 
dreds physicians’ wives are serving their local 
community blood banks. noteworthy that sev- 
eral Auxiliary members who were original volun- 
teers the first blood bank San Francisco are 
still giving loyal service there. 


How Volunteers Help 


There are several different types volunteer work which 
Auxiliary members may do. They may act couriers, trans- 
porting the blood car from the blood bank local 
hospitals depots for shipment elsewhere. They may 
staff the canteen, providing refreshments for donors and 
other workers. They may assist the nurses “prepping” 
the donors and the actual taking blood. They may help 
with preparation sterile dressings, etc., they may staff 
the appointment desk and other clerical duties. 

All this work vital the smooth and efficient func- 
tioning blood bank, and carries real responsibility. 
Volunteers must know their jobs, and this end they receive 
careful instructions and 


Working local blood banks one other aspect 
your Auxiliary’s total effort serve well the 
community. But blood bank volunteers feel that this 
work holds special reward: provides one the 
closest ways working first-hand with the medical 
profession the great task saving human lives. 
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CALIFORNIA MEDICAL ASSOCIATION 


announces the 


ANNUAL 


AMBASSADOR HOTEL, LOS ANGELES 
APRIL 29—MAY 1956 


Registration daily, a.m. p.m. Registration Fee 
See Program Following Page 228, This Issue 


Banquet honoring the President 


APRIL 30, 1956 


House Delegates 


will meet 


SUNDAY, APRIL 29, and WEDNESDAY, MAY 1956 
The Ambassador Hotel 


Members should bring membership cards for identification. 
Non-member physicians will registered upon proper identification. 


Nurses, technicians, medical students and office assistants will regis- 
tered upon identification from employing physicians, medical schools, 
etc. 


Pharmacist mates and other military personnel like grade will 
admitted upon presentation letter requesting their admittance, 
written their commanding officer. 


Dentists (D.D.S.), doctors veterinary medicine (D.V.M.), dietitians 


and allied public health personnel will registered upon proper iden- 
tification. 


DAYS SCIENTIFIC MEETINGS TECHNICAL EXHIBITS 
SCIENTIFIC EXHIBITS MEDICAL MOTION PICTURES 
TELEVISION 
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NEWS NOTES 


NATIONAL STATE COUNTY 


FRESNO 


The Valley Children’s Hospital and Guidance Clinic 
will hold its second Annual Spring Clinics Fresno, April 
and 28. The registration fee $15 for the two-day ses- 
sion. The guest speakers will Dr. Horace Hodes 
New York and Dr. Edward Neuhauser Boston. 


LOS ANGELES 


number medical organizations have scheduled scien- 
tific social meetings held immediately before con- 
currently with the annual meeting the California Medical 
Association which held Los Angeles, April 
May 


SATURDAY, APRIL 


American College Chest Physicians (California 
Chapter) 
Scientific sessions, a.m. p.m. Luncheon noon. 
Ambassador Hotel. 


Western Industrial Medical Association 
Scientific sessions, 8:15 a.m. p.m. West Venetian 
Room, Ambassador Hotel. Physicians, nurses, manage- 
ment, legal profession and others interested are invited. 


SUNDAY, APRIL 29 


California Society Allergy 
Reception and dinner, p.m., Beverly Hilton Hotel, Beverly 
Hills. Reservations must made before April 23. Con- 
tact Dr. Elizabeth Sirmay, 133 South Lasky Drive, Bev- 
erly Hills. (See also, luncheon, April 30.) 


California Society Orthopedic Surgeons 
Luncheon, Dolphin Court, 12:15 p.m. 


California Society Pathologists 
Dinner, Colonial Room, Ambassador Hotel, p.m. For 
reservations contact Ernest Simard, M.D., secretary- 
treasurer, 708 Cass Street, Monterey. 


MONDAY, APRIL 30 


California Alumni-Medical Faculty 
Luncheon, Lido Patio, Ambassador Hotel, 12:15 p.m. 


California Society Allergy 
Luncheon, Regency Room, Ambassador Hotel, 12:15 p.m. 


TUESDAY, MAY 1 
California Chapter, American Academy Pediatrics 
Dinner, West Venetian Room, p.m. 


* * * 


Dr. Wilbur Bailey, Los Angeles, the 
presidency the American College Radiology the re- 
cent annual meeting the organization Chicago. suc- 
ceeds Dr. Warren Furey, and his presidency follows 
year chairman the College’s Board Chancellors. 
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Appointment Dr. Edward Stainbrook Syracuse, 
Y., professor and head the department Psychiatry 
the University Southern California School Medicine, 
effective July was announced recently Fred Fagg, 
Jr., president the university. Dr. Stainbrook present 
professor and chairman the department psychiatry 
the College Medicine the State University New York 


Syracuse. 
* 


The Medical Library Association will hold its 55th an- 
nual meeting June the Hotel Statler Los 
Angeles. Further information can obtained from Mrs. Ella 
Crandall, librarian, Los Angeles County General Hospital, 
1200 North State Street, Los Angeles 33. 


SAN FRANCISCO 


Dr. Lot Howard, Jr., San Francisco was installed 
president the American Society for Surgery the 
Hand the 11th annual meeting Chicago, January 27, 
and Dr. Edward Flynn Boston was elected president- 
elect. Dr. Joseph Boyes, Los Angeles, was elected 
member the 

* * * 

The San Francisco Academy General Practice will 
sponsor Postgraduate Course Medicine the Vet- 
erans Administration Hospital, Fort Miley, beginning April 
and each Tuesday evening thereafter, from p.m., 
for period six weeks. 


Forrest Willett, M.D., chief medicine the Fort 
Miley Hospital and associate professor medicine, Stanford 
University School Medicine, will moderator. 

All physicians, residents and interns are invited. Attend- 
ance will give units category for all members the 
Academy General Practice. 


* * 


Dr. Charles Smith, dean the School Public 
Health the University California, and Dr. Karl 
Meyer, director emeritus the Hooper Foundation 
Medical Center San Francisco, recently were appointed 
the National Advisory Allergy and Infectious Disease Council 
Surgeon General Leonard Scheele. The twelve-man 
council will advise the new National Institute Allergy and 
Infectious Diseases, which formerly was the National Micro- 
biological Institute. Research grants will awarded the 
advice the council. 


Dr. Herman Hilleboe, commissioner the New York 
State Department Health, will keynote speaker the 
annual meeting the California Tuberculosis and Health 
Association held San Francisco April the 
association announced. The three-day meeting the 
Sheraton-Palace expected draw some 800 delegates from 
the medical and nursing professions welfare, rehabilitation 
and allied official agencies and volunteer groups, the asso- 
ciation’s announcement said. 


GENERAL 


The 22nd annual meeting the American College 
Chest Physicians will held the Hotel Sherman, Chi- 
cago, Illinois, June 10. Examinations for Fellowship 
the College will held Thursday, June 

Copies the program may obtained writing the 
executive offices, American College Chest Physicians, 112 
East Chestnut Street, Chicago 11, 
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The Intermountain Pediatric Society will hold its an- 
nual convention Sun Valley, Idaho, June Guest 
speakers will include: Drs. Douglas Buchanan, Chicago; 
Amos Christie, Nashville; William Hewitt, Los An- 
geles; Horace Hodes, New York City, and Edith Pot- 
ter, Chicago. The meeting open all physicians. 


* 


The annual meeting the Aero Medical Association 
will held the Drake Hotel, Chicago, April 16, 
and All members the profession are cordially invited 
attend any all these sessions. 


* 


For the first time, the Cine Club Cannes, France, 
organizing International Amateur Film Festival especially 
for mm. medical and surgical films. will held 
from May May 25, 1956, according recent announce- 
ment the motion picture division the Photographic 
Society America. list national and international 
awards awaits the entered, films should 
sent prepaid to: Comite d’Organisation Festival Inter- 
national Film Medico-Chirurgical d’Enseignement 
Prevention Sanitaire, Palais des Festivals, Croisette, 
Cannes, France. They should reach Cannes before 
May 12, 1956. 

Further details and entry blanks may obtained from: 
Ernst Wildi, 335 First Street, Palisades Park, 


* * * 


Medical Student Research Fellowships, available 
medical schools throughout the United States and Canada, 
are now being offered for the current year Lederle Lab- 
oratories Division, American Cyanamid Company. The Fel- 
lowships, not exceeding $600 for any one individual, are 
intended relieve some the financial burden students 
who desire devote their summer vacations basic re- 
search the preclinical medical sciences. 

Selection students receive the award will made 
the dean the medical school his selection committee. 
Students who apply must good scholastic standing and 
have the consent the faculty member under whose super- 
vision their research conducted. Such research may 
carried another medical school—if arrangements 
are satisfactory faculty authorities both schools. 


* * * 


The Schering Award encourage medical research and 
the communication knowledge has begun its eleventh an- 
nual program for medical students the United States and 
Canada. 


Students are invited participate selecting one three 
suggested subjects and submitting papers the Schering 
Award Committee, Bloomfield, Both $500 first prize 
and $250 second prize are offered for each the three sub- 


The three subjects for 1956, announced Szmal, 
M.D., chairman the Schering Award Committee, are: (1) 
The Clinical Use Adrenocortical Steroids Collagen 
Diseases; (2) Metabolic Aspects the Aging Process; (3) 
New Applications Antihistamines Medicine and Sur- 
gery. 

Literature and entry forms are being distributed medical 
schools, according the official announcement. 
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POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN the dates postgraduate education 
assemblies and the meetings various medical organ- 
izations California supplied the Committee 
Postgraduate Activities the California Medical Asso- 
ciation. order that they may listed here, please 
send communications relating your future medical 
surgical programs to: Mrs. Margaret Griffith, Assist- 
ant Director, Postgraduate Activities, California Medical 
Association, 417 South Hill Street, Los Angeles 13. 


UNIVERSITY CALIFORNIA LOS ANGELES 
Los Angeles: 
Surgical Anatomy Abdomen, Thorax and Pelvis. April 24- 
May 29. Fifteen hours. Fee: $125.00. 
Surgery Trauma. March 29-30.* 
Dermatology, 1956. June 22-23.* 
Laboratory Technician Symposium. June 23-24.* 
Contact: Thomas Sternberg, M.D., Assistant Dean for 


Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY CALIFORNIA, SAN FRANCISCO 

Bedside Cardiology, March 23. Limited Enrollment. 
Fee: $100.00. 

Clinical Electrocardiography, March 23. Fee: $50.00. 

Conference Pain, March Nine hours. Fee: $15.00. 

Ophthalmological Conference Glaucoma. March 22-23. 
Twelve hours. Fee: $50.00. 

Symposium Proctology, April Seven hours. Fee: 
$20.00. 

Office Urology, April Seven hours. Fee: $20.00. 

Plastic Surgery, May 18.* 

Peripheral Vascular Surgery, May 19.* 

Contact: Seymour Farber, M.D., Head, Postgraduate 
Instruction, Office Medical Extension, University 


California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


UNIVERSITY SOUTHERN CALIFORNIA, 
LOS ANGELES 
Surgical Planing. April 26, 27, 28. Twelve hours. Fee: 
$35.00. 


Anesthesia. Full time for three months. Opening every 
three months. Fee: $300.00. 


Cardiac Resuscitation. Sponsored the Los Angeles 
County Heart Association each Wednesday throughout 
the year, p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 

Contact: Phil Manning M.D., Director Medical Ex- 
tension Education, University Southern California 
School Medicine, 2025 Zonal Avenue, Los Angeles 33. 
CApital 5-1511. 


COLLEGE MEDICAL EVANGELISTS 


Anesthesiology. Daily, full-time, four months, beginning 
each four months. Fee: $300. 


Gynecology, Wednesdays, March May 23. Ten hours. 
Fee: $30.00. 
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Operative Surgery, Wednesdays, March June 
Thirty hours: Fee: $200.00. 


Thoracic Surgery, Wednesdays, April May Eight 
hours. Fee: $30.00. 


Diseases and Injuries Bones and Joints, Daily, July 
July 31. Full time. Fee: $100.00. 

Contact: Chairman, Section Graduate and Postgradu- 
ate Medicine, College Medical Evangelists, 1720 
Brooklyn Angeles 33. ANgelus 9-9131, Ext. 205. 


STANFORD UNIVERSITY 


Monday Morning Clinical Conferences, Room 515. 
Contact: Pischel, M.D., Professor, Division 
Ophthalmology, Stanford University School Medicine. 


Postgraduate Conference Otorhinolaryngology, March 
30. Fee: $100.00. 


Postgraduate Conference Ophthalmology, March 
23. Fee: $100.00. 


Postgraduate Conference Practical Pediatric Dermatol- 
ogy. March 23-24. Fee: $50.00. 

Contact: Office the Dean, Stanford University School 
Medicine, 2398 Sacramento Street, San Francisco 15. 
WEst 1-8000. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE INSTITUTES 


Coast association with University 
California School Medicine, San Francisco, April 
and Veterans Memorial Auditorium, Santa Rosa. 


San association with the 
University California School Medicine, Los An- 
geles, May and 11, Hacienda, Fresno. 


SACRAMENTO VALLEY association with Stan- 
ford University School Medicine, June 20, 21, 22, 
Cal-Neva Lodge, Lake Tahoe. 

Contact: Broaddus, M.D., Director Postgraduate 
Activities, P.O. Box A-1, Carmel, California, Mrs. 
Margaret Griffith, Assistant Director, Postgraduate 
Activities, California Medical Association, 417 So. Hill 
St., Los Angeles 13. 


POSTGRADUATE CIRCUIT COURSES 


Coast 
Eureka—Mondays, April 16, 23, May 14, 21. 
Ukiah—Tuesdays, April 17, 24, May 15, 22. 
Woodland—Wednesdays, April 18, 25, May 16, 23. 
Napa—Thursdays, April 19, 26, May 17, 24. 


SACRAMENTO VALLEY 
Dunsmuir—Mondays, April 16, 23, May 14, 21. 
Chico—Tuesdays, April 17, 24, May 15, 22. 
Marysville—Wednesdays, April 18, 25, May 16, 23. 
Auburn—Thursdays, April 19, 26, May 17, 24. 


Medical Dates Bulletin 
MARCH MEETINGS 


LAENNEC scientific and dinner meeting each fourth 
Friday, 6:30 p.m., Alexander Hamilton Hotel, San Fran- 
cisco. For all physicians interested Chest Diseases. 


Contact: Von Allmen, secretary-treasurer. 
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Cancer California Medical Association, Can- 
cer Conference for Kern County Medical Society. March 
20, 3:00 p.m., 


San Francisco, March 17.* Morning: Dermatology. 
Afternoon: Nutritional problems peculiar modern 
pediatrics. 


spring meeting, March 
20-21, Statler Hotel, Los Angeles. 


Contact: Wendell Redfern, M.D., 125 East Glenoaks 
Blvd., Glendale Harry Ryan, M.D., 149 North 
Molino, Pasadena 


Contra Costa County Heart Postgraduate 
Series, March 26, April April Contra Costa County 
Hospital, Alhambra St., Martinez. Fee: $3.50 per 
single 


Contact: Mrs. Loyse Casebolt, executive director, Contra 
Costa County Heart Association, 2363 Mt. Diablo Blvd., 
Walnut Creek. 


Lone Heart Class Home Organiza- 
tion and Management (for Cardiacs). Continuously 
semesters. West Adult Education Center, cosponsored 
Long Beach Board Education. 


Contact: Leslie Raymond, executive director. 


Cancer California Medical Association, Can- 
cer Conference for Marin County Medical Society, 
March 22, 7:00 p.m., Meadow Club, 


SouTHERN CALIFORNIA DIVISION AND THE CALI- 
FORNIA CHAPTER THE UNITED STATES SECTION THE 
INTERNATIONAL COLLEGE SuRGEONS Regional Meeting, 
St. Claire Hotel, San Jose, March 22, 23. 


Contact: Carmelo Celestre, M.D., secretary, Northern 
California Chapter, 1686 Union St., San Francisco 23, 
Ross Parks, secretary, Southern California Division, 
1930 Wilshire Blvd., Los Angeles 57. 


APRIL MEETINGS 


Cancer California Medical Association, Can- 
cer Conference for Orange County Medical Society, April 
Santa Ana.* 


TUBERCULOSIS AND HEALTH Cali- 
fornia Trudeau Society and California Sanatorium Asso- 
ciation Annual Meeting, Sheraton-Palace Hotel, San 

Contact: Daggett, director, Public Relations, 
fornia Tuberculosis and Health Association, 130 Hayes 
Street, San Francisco 


California Medical Association, Can- 
cer Conference for Fresno County Medical Society. 
April 10, 7:00 p.m., Sunnyside Country Club, 


Cancer California Medical Association, Can- 
cer Conference for Ventura County Medical Society, 
Colonial Inn, Oxnard, April 10.7 


Cancer California Medical Association, Can- 
cer Conference for Napa County Medical Society, April 
11, 


*For registration information, contact: Gertrude Jones, 
M.D., Children’s Hospital, San Francisco. 


Walter Batchelder, M.D., Medical Director, 
Cancer Commission, 467 O’Farrell Street, San Francisco. 
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Mary’s Clinical Day, April 12. Morning and 
afternoon panels and Annual Memorial Dinner St. 
Mary’s Hospital. Guest speaker, William Boyd, M.D., 
professor the History Medicine, University 
Toronto. Open the medical profession. 

Contact: Frank Solomon, Jr., M.D., 2107 Van Ness 
Ave., San Francisco 


Hematology, April 12, 13, City Hope Medical Center, 
Duarte, under direction Howard Bierman, M.D. Fee: 
$15.00 per day $25.00 for the two days. 

Contact: Leo Rigler, director, Division Postgraduate 
Medical Education, City Hope Medical Center, 
Duarte. 


TION, 14th annual meeting, Calexico (California) and 
Mexicali (Baja April 16. 

Contact: Sidney Clark, M.D., secretary, 204 Court 
House, Paso, Texas, Donald Davy, M.D., as- 
sistant chief, Division Local Health Service, 2151 
Berkeley Way, Berkeley 

San Francisco, April 14.* Behavior Problems and Child- 
hood Psychiatry. 


Los Angeles, April 16-20. 

Contact: George Griffith, M.D., General Chairman, Box 
25, 1200 State St., Los Angeles 33. 


Cancer California Medical Association Can- 
cer Conference for San Luis Obispo County Medical 
Society, April 21, 6:30 p.m. Dinner, San Luis 


CHILDREN’s ANNUAL SPRING CLINICS, 
April and 28, a.m., Roosevelt High School Audi- 
torium, Fresno. Fee: $15.00. 

INDUSTRIAL MEDICAL ASSOCIATION annual meet- 
ing, all day, April 28, Ambassador Hotel, Los Angeles. 

Contact: Edward Zaik, M.D., secretary, 740 South Olive 
Street, Los Angeles 14. 


Scientific sessions, historical pageant 100 years 
medicine Hawaii, social festivities, etc., Honolulu, 
April 29. 

Contact: Hawaii Medical Association, 510 Beretania 
Street, Honolulu 13, Hawaii. 


ANNUAL MEETING, cele- 
brating 100th Anniversary, Ambassador Hotel, Los An- 
geles, April May 

Contact: John Hunton, Executive Secretary, 450 Sutter 
St., San Francisco Clancy, Director Public 
Relations, 417 Hill St., Los Angeles 13. 


WESTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, 
April May Sheraton-Palace Hotel, San Fran- 
cisco. 

Contact: James Ownby, Jr., M.D., 516 Sutter St., San 
Francisco. 


MAY MEETINGS 


Meeting, May 1:00 p.m., Grove Ambassador 
Hotel, Los Angeles. 

Contact: Francis Guinney, M.D., secretary, 2790 Monte 
Mar Terrace, Los Angeles 64, telephone DUnkirk 

New Mexico annual session, Roswell, 

New Mexico, May 

Contact: Ralph Marshall, executive secretary, 223-24 

First National Bank, Albuquerque, 


Heart ANNUAL MEETING AND 


20. 


Contact: Alan Croft Blanchard, field director, California 
Heart Association, 1428 Bush Street, San Francisco 


BRANCH, AMERICAN HEALTH 
TION 23rd Annual Meeting, Hotel Utah, Salt Lake City, 
Utah, May June 


Contact: Mrs. Amy Darter, secretary-treasurer, 
State Public Health, 2151 Berkeley Way, Berkeley 
California. 


SUMMER AND FALL MEETINGS 


Mesa Community Clinical Session, “Civilian 
Defense, Radioactive Fallout, and Decontamination 
Casualties—both immediate and late care,” June 
23, Tripler General Hospital, Honolulu, Hawaii. Char- 
tered plane leave International Airport. Total cost, 
including meals, hotel, etc., $360.00 plus tax. 


Contact: John Gorby, administrator, Mesa Com- 
munity Hospital, 8665 Mesa Blvd., Mesa. 


17-20, Sun Valley, Idaho. 


Contact: Armand Bird, executive secretary, Idaho State 
Medical Association, 364 Sonna Building, Boise, Idaho. 


THE AMERICAN CANCER SOCIETY 
10th annual Rocky Mountain Cancer Conference, Shir- 
ley-Savoy Hotel, Denver, Colorado, July and 12. 


Contact: John Bouslog, M.D., 835 Republic Building, 
Denver Colorado. 
St. Postgraduate Assembly, September 


Santa Monica. 


Contact: John Eagan, M.D., director, 1245 Glendon 
Ave., Los Angeles 24. 


San County TENTH ANNUAL 
ASSEMBLY. September 19-20. 


Contact: Howard Kirtland, Sr., M.D., Chairman, Post- 
graduate Committee, 3505 Fourth Avenue, San Diego 


INTERNAL MEDICINE ANNUAL 
September 29, Playa Hotel, Carmel. 


Contact: Mrs. Mildred Coleman, Assistant Secretary, 
Room 515, 384 Post Street, San Francisco 


San Francisco Heart Annual Postgraduate 
Symposium, October, 1956, St. Francis Hotel, San Fran- 
cisco. 


Contact: Executive director, 604 Mission St., San Fran- 
cisco. 


Los County Heart 26th Annual 
Symposium Heart Disease, Wilshire-Ebell Theatre, 
4401 West 8th St., Los Angeles, October and 11. 


Contact: Robert Pike, executive director, Los Angeles 
County Heart Association, 316 South Bonnie Brae, Los 
Angeles telephone DUnkirk 


CALIFORNIA ACADEMY GENERAL Practice 8th Annual 
Scientific Assembly, Hotel Statler, Los Angeles, October 
14, 15, 16, 17. 


Contact: William Rogers, executive secretary, Califor- 
nia Academy General Practice, 461 Market St., San 
Francisco. 
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APPLICATION Eighty-fifth Annual Session 
FOR HOUSING CALIFORNIA MEDICAL ASSOCIATION 


inc hotel reservations for the coming 
meeting the California Medical 
April 1956, HOTEL ROOM RATES 
Los Angeles, hotels and their rates are 
the right. Use the form the bot- 


page, indicating your first AMBASSADOR HOTEL Single Double Twin Beds Suites 


second choice. Because the lim- 


ited number single rooms available, Garden Studios 22.00-26.00 
you will stand much better chance 


securing accommodations your CHAPMAN PARK HOTEL 

choice your request calls for rooms Wilshire Boulevard 12.00 20.00-25.00 
occupied two more persons. 

All requests for reservations must GAYLORD HOTEL 

give definite date and hour 3355 Wilshire Boulevard .......... 22.00-27.00 
arrival well definite date 
and approximate hour depar- 
ture; also names and addresses 
all occupants hotel rooms must 
included. 


HOTEL CHANCELLOR 
3191 West Seventh Street 17.00-22.00 


MAYAN HOTEL 


ALL RESERVATIONS MUST *The above quoted rates are existing rates but are subject any change which may 
RECEIVED BEFORE: APRIL 1956 made the future. 


CALIFORNIA MEDICAL ASSOCIATION 

450 Sutter 2000 

San Francisco California 

Please reserve the following accommodations for the 85th Annual Session the California Medical Association, Los Angeles, 
April 29-May 1956. 


THE NAME EACH HOTEL GUEST MUST LISTED. Therefore, please include the names both persons for each double room 
twin bedded room requested. Names and addresses all persons for whom you are requesting reservations and who will occupy the 
rooms asked for: 


Individual Requesting Reservations—Please print type 
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C.M.A. Cancer Commission 
Pre-Convention Conference 


LOS ANGELES—SATURDAY, APRIL 


Radiology 
Regency Room, Ambassador Hotel 


John Bryan, M.D., San Francisco 
Roy Weathered, M.D., Los Angeles 


DIAGNOSTIC SESSION—9:30 a.m. noon 


Twelve diagnostic cases with histories and films will presented. These cases have 
been selected illustrate specific problems the radiological and clinical diagnosis 
cancer. Audience participation and discussion will encouraged. 


THERAPY SESSION—2:00 p.m. 4:30 p.m. 


Five cases illustrating specific therapy problems will presented. Audience par- 
ticipation will encouraged. 

Both these sessions are open all physicians and your attendance and participa- 
tion are encouraged. 


Pathology 
9:15 Venetian Room, Ambassador Hotel 
Moderator: Hugh Edmondson, M.D., Los Angeles 


The Pre-Convention Conference Microscopic Pathology Tumors the Liver, 
Gallbladder, Biliary Tract and Pancreas will held from 9:15 a.m. noon and from 
2:00 p.m. 4:30 p.m. under the chairmanship Gerson Biskind, M.D. Hugh 
Edmondson, M.D., Professor Pathology, University Southern California School 
Medicine, will the Moderator. Members who wish attend this Conference are 
requested register now with Weldon Bullock, M.D., Registrar, Tumor Tissue 
Registry, C.M.A. Cancer Commission, Los Angeles County Hospital, 1200 North State 
Street, Los Angeles 33. 


7:00 p.m.—Colonial Room 


Dinner meeting the California Society Pathologists. For reservations contact 
Ernest Simard, M.D., secretary, 708 Cass Street, Monterey. 


Cancer Commission Dinner 
6:30 p.m.—Lido Room 


Annual Dinner Meeting the Cancer Commission and Advisory Committee. 
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